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N the emergency treatment of 

contused, lacerated and penetrat- 
ing injuries, authorities agree on the 
immediate administration of 1,500 
units of tetanus antitoxin as a safe- 
guard against tetanus. 


Because of its small volume and low 
protein content, Tetanus Antitoxin 
Super-Concentrated Mulford is well 
suited for this purpose. It is easily 
injected, is rapidly absorbed and pro- 
duces almost immediate protection. 
The small volume and low protein 


content also reduce the incidence of 
local and systemic reactions. 

When continuous protection is de- 
sired, repeated doses, as recommended 
by some authorities, may be admin- 
istered at intervals of seven days. 

Tetanus Antitoxin Super-Concen- 
trated Mulford is aged and processed 
to yield a clear solution of stable po- 
tency. It is supplied in syringe con- 
tainers, ready for prompt use, in 
packages of 1,500 units, 5,000 units, 
10,000 units, 20,000 units. 


MULFORD BIOLOGICAL LABORATORIES 
Sharp & Dohme 


PHILADELPHIA 


BALTIMORE 


ETANUS ANTITOXIN 


(Super-Concentrated Mulford) 
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COMPOSITION OF KARO e 


Intestinal fermentation 


is kept at a low level when 


Karo is fed 


The dextrose and maltose components are quickly 
absorbed and the difficultly fermentable dextrin is 
gradually and completely transformed into the 
simple monosaccharides ...When Karo supplies 
the added carbohydrate in infant feeding formulas, 
the flooding of the intestinal tract with excessive 
amounts of easily fermentable sugars is avoided. 


The ‘Accepted’ Seal denotes that Karo and advertisements for it are ac- 
ceptable to the Committee on Foods of the American Medical Association 
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17 BATTERY PLACE ~ NEW YORK CITY 


; 
= 
— 
5, 


Vol. 28 No. 6 SOUTHERN MEDICAL JOURNAL 


QUINTUPLETS 


YET THEY ARE ALL DIFFERENT 


Five small packages of humanity may the large bowel. Two are entirely 
create such a stir in the world as to be without added medication and three 
headlined almost daily in the press of have added laxative ingredients sup- 
a continent. All bearing one family plied with the purpose of serving the 
name, as they grow older differences manifold requirements of the phy- 
in character and action develop and sician. Petrolagar does not make 
become increasingly apparent. The the headlines of the lay press, as 
“Five Types’’ packages of a medically we believe that only the physician 
accepted oil and agar emulsion bear can treat constipation safely and 
one family name, Petrolagar, N.N.R. effectively. When indicated, write 
These five members of the ge. your prescription for Petrolagar. 
Petrolagar family are varied in Additional information and 
character and act differently on samples sent free on request. 


Petrolagar Laboratories, Inc., 8134 McCormick Blvd., Chicago, Illinois 
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SCIENTIFIC 


FACTS 


Even the drying 
air is filtered... 
six weeks of sci- 
entific control 
makes Knox 
Gelatine bacte- 
riologically 
safe. 


Analysis 
Knox Gelatine 
Protein (14 amino 
acids) 85.0—86.0% 
Calcium 

25% 
Fat ms. 1% 


Moisture 
13.0—14.0% 


Carbohydrate Nil 
e 


Knox Gelatine 
contains less than 
half the metal con- 
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SPOTLIGHT 


A Safe, Tempting Form of Protein 


U.S.P. Gelatine is being prescribed more and more in the 
diet of the diabetic . .. Knox Sparkling Gelatine in par- 
ticular. It contains no carbohydrates, coloring matter or 
flavoring (as in factory-flavored jells), therefore can be 
used generously with complete safety. 

Knox Gelatine can be employed to make a hundred and 
one flavorsome and appetizing dishes which add color and 
variety to the diabetic’s usually monotonous menu. This 
brightens the patient’s mental state. High in nutritional 
and caloric value, it is readily assimilated and utilized. 

Quite a remarkable product—made as carefully as an 
ampule solution. For the diabetic, convalescent, tubercu- 
lar, high-protein, post-operative and infant diet where 
higher protein content is desirable. 


KNOX 


neutral pH.Odor- TRS: | KNOX GELATINE LABORATORIES, 
408 Knox Avenue, Johnstown, N. Y.: 


fi 

penne hon ' | Please send me FREE your booklets, ‘‘Feeding Sick Patients,’’ 

is *‘Feeding Diabetic Patients’’ and ‘‘Reducing Diets.”’ 
the 25% glycine 
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@ Physicians and hospitals now using this unit 
in its original design acclaim it for the unusually 
fine quality of diagnostic films it enables them 
to produce. And now, without any change what- 
soever in its physical appearance, dimensions, 
or features of flexibility, and without changing 
the size of the tube focal spot, G-E engineers 
have added to its power to make it an even more 
outstandingly efficient apparatus, considering its 
compactness and mobility. 

This added power means that, when necessary, 
the exposure time values may be reduced to one- 
half the former values, and still retain the same 
high radiographic quality. For example, the aver- 
age size pelvis with 1 second exposure using the 
Potter-Bucky diaphragm at 30” distance; exposure 
values for other parts of the body as short as 
second. 

For use in the office, it leaves nothing to be 
desired from the standpoint of producing radio- 
graphs consistently rich in the details so essential 
to x-ray interpretation, 


Model "'D’’ can 
be used by itself, 
with your exam- 
ination couch, or 
combined with a 
Special x-ray 
table, 


You'll appreciate also the 100% electrical safety 
in operation, with high voltage transformer and 
Coolidge tube both oil-immersed in a single 
container; the simplicity and refinement of con- 
trol (now having 24 steps of autotransformer 
control); the wide diagnostic range, and the 
practical convenience throughout its every ap- 
plication. 

In your investigation of x-ray apparatus for 
such a range of service, you can’t afford to 
overlook the possibilities with Model “D.” The 
complete descriptive literature is yours for the 
asking, without obligation. 


GENERAL ELECTRIC X-RAY CORPORATION 


2012 JACKSON BLVD. = Branches in Principal Cities 


/ 


CHICAGO, ILLINOIS 


Please send, without obligation, full informariGpostWew G-E Model “D” Shock Proof X-Ray Unit to 


N13 
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to Doctors who prescribe 


Pure Dextrose 


7; acquaint Doctors with the new 


standardized Full Pound Package of Pure Dextrose 
named DYNO, the Corn Products Sales Company 
(makers of DYNO) will gladly send complimen- 


tary, carrying charges prepaid, a case of 4 pack- 


ages. Merely send the coupon below, as indicated. 


FREE COUPON 


CORN PRODUCTS SALES CO. 
17 Battery Place, New York City 


Iam interested in DYNO and 
your offer to send me acom- 
plimentary case offour pack- 
ages (carrying charges pre- 
paid.)... Enclosed is one of 
my prescription blanks or 
one of my professional cards. 


Dyno is not as 
yet on sale at Druggists and 
Grocers, although efforts are 
being made to obtain such dis- 
tribution. Doctors who find it 
necessary to prescribe Pure 
Dextrose can help this distri- 
bution by prescribing DYNO 
—it will mean getting this val- 
uable product to the patient 
at the lowest price (10¢ per full 
pound) ever before offered. 


Made by the Makers of KARO 
CORN PRODUCTS SALES COMPANY « 17 Battery Place, New York City 
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EAcuH AMPUL of Squibb Arsphenamine, Neoarsphenamine 
or Sulpharsphenamine is exact in dosage. Weighing is 
done on highly sensitive scales in glass-enclosed, carbon 
dioxide-filled cabinets. All operators are given only one 
arsenical and one size to weigh, seal and label at any 
one time. Errors in dosage are further guarded against 
by check weighings on a master scale. 


These are among the many precautions taken in the 
Squibb Laboratories to produce arsenicals that will be 
safe as well as effective. All Squibb Arsphenamines are 
uniform in strength; of high spirocheticidal activity; 
and provide the maximum therapeutic benefit for your 
patients. 


For literature address the Professional Service Department, 


E. R. Squibb & Sons, 745 Fifth Avenue, New York City. 


NEOARSPHENAMINE 
SULPHARSPHENAMINE 


° 
9 
y 


SOUTHERN MEDICAL JOURNAL June 1935 


A 


ELI LILLY AND COMPANY 


FOUNDED 1876 


Makers of Medicinal Products 


Merthiolate, Lilly 
(Sodium ethyl mercuri thiosalicylate) 


Merthiolate, Lilly, is recommended 
for rapid and effective sterilization 
of the skin and delicate membranes. 
It is freely soluble in body fluids, 
exhibits its germicidal properties 
without harm to the tissues. 
Merthiolate, Lilly, is supplied in 
several convenient forms including 
a 1:1,000 solution and a 1:1,000 
alcohol-acetone-aqueous tincture. 


Prompt Attention Given to Professional Inquiries 


PRINCIPAL OFFICES AND LABORATORIES, INDIANAPOLIS, INDIANA, U.S.A. 
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The Tulane University 
of Louisiana 


GRADUATE SCHOOL OF 
MEDICINE 


SPECIAL COURSE — Tropical Medi- 


cine and Parasitology lasting six 


weeks, beginning June 17, ending 
July 27, 1935. 


For detailed information address the 


DEAN, GRADUATE SCHOOL OF 
MEDICINE 


1430 Tulane Avenue 
New Orleans, La. 


Washington University 


SCHOOL OF MEDICINE 


announces the following courses for 
graduates: 

Intensive course in Diseases of the Ear, 
Nose and Throat, June 24 to July 
20. Fee for the course, $150.00 
The Displacement Method of Sinus 
Diagnosis and Treatment, April 23 
to April 26. Fee for the 
course, $50.00 
Allergy as Related to Otolaryngology, 
August 12 to August 17. Fee for 
the course, $75.00 


The Surgical Anatomy of Operative 
Procedures of Otolaryngology, No- 
vember 14 to November 18. Fee 
for the course, $100.00 
For further information, apply to 
DEAN 


Washington University School of Medicine 
St. Louis, Missouri 


References: 


JOHN W. STEVENS, M.D., Physician-in-Charge 
NASHVILLE 


CITY VIEW SANITARIUM 


For JHENTAL and NERVOUS DISEASES 
and ADDICTIONS 


ESTABLISHED IN 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


R. F. D. No. 1 
On Murfreesboro Pike, one-half mile east of old location 


Separate buildings for men and women, ideally arranged and 
equipped with every facility for the comfort, care and treatment 
of the class of patients received. Situated in the midst of a fifty- 
acre tract, and surrounded by large groves and attractive lawns. Two 


resident physicians. Training school for nurses. 
The Medical Profession of Nashville 


TENNESSEE 
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St. Elizabeth’s Hospital 


RICHMOND, VIRGINIA 


Staff 


J. Shelton Horsley, M.D., Surgery and Gynecology 
John S. Horsley, Jr., M.D., Plastic and General 


urgery 

Guy W. Horsley, M.D., General Surgery 

Douglas G. Chapman, M.D., Internal Medicine 

Wm. H. Higgins, M.D., Consultant in Internal 
Medicine 

Austin I. Dodson, M.D., Urology 

Fred M. Hodges, M.D., Roentgenology 

L. O. Snead, M.D., Roentgenology 

Thos. W. Wood, D.D.S., Dental Surgery 

Helen Lorraine, Medical Illustration 


Assistant Attending Staff 


Harry J. Warthen, Jr., M.D., Surgery 
W. K. Dix, M.D., Internal Medicine 

. P. Baker, Jr., M.D., Internal Medicine 
Marshall P. Gordon, Jr., M.D., Urology 


Administration 
N. E. Pate Busi 
@ The operating rooms and all of the front bed- 
rooms are now ¢ pletely air-conditi d 


SCHOOL FOR NURSES 
The Training School is affliated with Johns 
Hopkins Hospital in Baltimore for a three months’ 
course each, in Pediatrics and Obstetrics. 
Address; DIRECTOR OF NURSING 
EDUCATION 


THE TUCKER 
SANATORIUM, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is the Private Sanatorium for the 
Neurological Practice of Drs. Beverley R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


The Tucker Sanatorium is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, medicinal 
exercises, hydrotherapy and physiotherapy. 
The Sanatorium is large and bright, sur- 
rounded by a lawn and shady walks, large 
verandas and has a roof garden. It is situ- 
ated in the best part of Richmond and is 
thoroughly and modernly equipped. The 
nurses are specially trained in the care of 
nervous cases. 


Insane and acute alcoholic cases are not 
taken. 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


@ An institution for rest, conva- 
lescence, the diagnosis and treat- 
ment of nervous and mental disor- 
ders, alcohol and drug habituation. 


A PPALACHIAN HALL 
is located in Asheville, North Carolina. 
Asheville justly claims an unexcelled 
all year round climate for health and 
comfort. All natural curative agents 
are used, such as physiotherapy, occu- 
pational therapy, outdoor sports, horse- 
back riding, etc. Five beautiful golf 
courses are available to patients. In- 
docr sports consist of billiards, pool, 
ping-pong, gymnastic exercises. Two 
dances are given each week in the spa- 
cious ballroom, the other evenings are 
occupied with games and other enter- 
tainments. 


Ample facilities for classification of 
patients. Rooms single or en suite with 
every comfort and convenience. 


For rates and further information write 


Appalachian Hall. 


WM. RAY GRIFFIN, M.D. 
M. A. GRIFFIN, M.D. 
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CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 


. Medical and Surgical Staff... 


General Medicine: General Surgery: Obstetrics: 
James H. Smith, M.D. Stuart McGuire, M.D. H. Hudnall Ware, Jr., M.D. 
Hunter H. McGuire, M.D. W. Lowndes Peple, M.D. 
Margaret Nolting, M.D. Carrington Williams, M.D, Urology: 
John Powell Williams, M.D. W. P. Barnes, M.D. Austin I. Dodson, M.D. 
Kinloch Nelson, M.D. 
Clifford H. Beach, M.D. Pathology and Radiology: Eye, Ear, Nose and Throat: 

F. H. Lee, M.D. 
Orthopedic Surgery: S. W. Budd, M.D. ” 


Dental Surgery: 
John Bell Williams, D.D.S. 
Guy R. Harrison, D.D.S. 


William T. Graham, M.D. Roentgenology: 


D. M. Faulkner, M 
J. T. Tucker, M.D. J. L. Tabb, M.D. 


WALTER R. WALLACE, M.D. HUGH W. PRIDDY, M.D. 


THE WALLACE ‘SANITARIUM 


MEMPHIS, TENN. 


For the treatment of Drug Addiction, Alcoholism, Mental and Nervous Diseases. 
Fully equipped for the care of patients admitted. Sixteen acres of beautiful grounds. 
ted in the eastern suburbs of the city at Southern Avenue and Cherry Road. 
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WESTBROOK SANATORIUM 


Richmond Virginia 
TELEPHONE: 5-3245 


Department for Men: Associates: Department for Women: 


J. K. Hall, M.D. O. B. Darden, M.D. P. V. Anderson, M.D. 
E. H. Alderman, M.D. 
E. H. Williams, M.D. 


The institution is situated just beyond the northern border of the city on United States Highway Number 1. 

The scope of the work of the sanitorium is limited to the diagnosis and the treatment of nervous and mental 
disorders and to the addictions to drugs and to alcohol. It affords also adequate facilities for rest and upbuilding 
under medical and nursing supervision. : 

The medical staff devotes its entire attention to the pati in the Sanatorium. 

The institution maintains a school for trained attendants in which instruction in the care of the nervous and 
mentally sick is emphasized. 

There are twelve separate buildings for patients, with 150 beds. Such a large group of buildings makes 
possible the more congenial grouping of patients. Rooms may be had single or en suite, with or without private bath. 
There are a few small cottages for the use of individual patients. 

A comprehensive general physical and nervous examination is made of each patient. A mental examination 
is made when indicated. The examination is typed and a copy of it is available for the referring physician. Com- 
plete dental investigation is a part of the general survey. 

A skilled teacher gives practical daily instruction to small groups in the arts and crafts. Helpful and interest- 
ing occupation in the out-of-doors is made possible for the men patients in the vegetable and flower gardens, on 
the truck farm, in the poultry yards, and in the dairy. 

There are bowling, tennis, croquet and pool. On Sunday evening there is chapel service. 

Detailed information is available for physicians. 


Dr. Brawner’s Sanitarium 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


@ For Nervous and Mental Disorders, 
Drug and Alcohol Addictions 


Approved 4 ic 

Hydrotherapy, Elec herapy, M. ge, X-ray and 
Laboratory. 

Special Dep for General Invalids and Senile 
Cases at Monthly Rates. 

JAMES N. BRAWNER, M. D., Med:cal Sup’t. 
ALBERT F. BRAWNER, M. D., Resident Sup’t. 


as 


Grace Lutheran Sanatorium 
FOR TUBERCULOSIS 


SAN ANTONIO, TEXAS 

DMITS patients irrespective of religion or creed. An at- 
tractive institution in beautiful San Antonio. Climate un- 
excelled the year round for treatment of tuberculosis. Private 
rooms with bath and sleeping porch; individual cottages; 
high-class accommodations; Radiographic and Fluoroscopic 

service. Every room and cottage equipped with radio. 

MODERATE RATES 
For booklet and information address 

REV. PAUL F. HEIN, D. D., Superintendent 

P. O. Box 214 San Antonio, Texas 
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STUART CIRCLE HOSPITAL 
Richmond, Va. 


Medicine: Surgery: 
ALEXANDER G. BROWN, JR., M.D. ROBERT C. BRYAN, M.D. 
MANFRED CALL, RT N. 


MANFRED CALL, III, M.D. 


. STEPHEN GRAHAM, M.D. 
Obstetrics: 
GREER BAUGHMAN, M.D. 
EN H 


. GRAY, M.D. 
WM. DURWOOD SUGGS, M.D. 


Ophthalmology, Otolaryngology: Surgery: 

CLIFTON M. MILLER, MLD. OSEPH F. GEISINGER, M.D. 

R. H. WRIGHT, M.D. Oral Surgery: 

W. L. MASON, M.D. . GUY R. HARRISON, D.D.S. 

Pathology: 
REGENA BECK, M.D. 
Physiotherapy: Roentgenology and Radiology: 
A LANGE, B.S. RED M. HODGES, M.D. 
O. SNEAD, M.D. 


Stuart Circle Hospital has been operated twenty years, affording scientific care to 
patients in General Medicine, Surgery, Obstetrics and the various medical and 
surgical specialties. Detailed information furnished physicians. 


CHARLOTTE PFEIFFER, R.N., Superintendent 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 

315 Brackenridge Avenue Phone: Fannin 5522 
For Nervous and Mental Diseases, Drug and Alcohol Addiction and 
Nervous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved diagnostic and 
therapeutic methods. Seven buildings, each with separate lawns, each featuring a small separate sani- 
tarium, affording wholesome restfulness and recreation, in doors and out doors, tactful nursing and 
homelike comforts. 
G. H. MOODY, M.D. J. A. McINTOSH, M.D., F.A.C.P. 
Founder Superintendent 


SAINT ALBANS SANATORIOUM 


RADFORD, VA. 


Medical Staff 
J. C. KING, M.D. 
JAMES KING, M.D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and 
treatment of medical neurological, mild 
mental and addiction cases. Ideal loca- 
tion, 2000 feet above sea level. Rates 
reasonable. Railway facilities excellent. 


Write for full details. 
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H. P. COLLINS, Business Manager 
Box No. 4, College Hill 
CINCINNATI, OHIO 


The Cincinnati Sanitarium 
Inc. 1873 


For Mental and Nervous Diseases 

A strictly modern hospital fully 
ere for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D., 
Charles Kiely, M.D., 
Visiting Consultants 

D. A. Johnston, M.D., 
Medical Director 


“REST COTTAGE”’ College Hill, Cincinnati, Ohio 


For purely nerv- 
ous cases, nutri- 
tional errors and 
convalescents. 


Completely 
equipped for hy- 
drotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 
Emerson A. North, 
Charles Kiely, 

M.D. 


Visitin, 
Consultants 


D. A. Johnston, 
M.D., Medical 
Dir 


Ohio 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Established in 1925 


A NEW HOSPITAL HAS BEEN ERECTED 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlookin: 
the city, and — by an expanse of beautiful woodland. Ample provision made for diversion and helpfu 

oc q night and day nursing service maintained. 


JAMES A. BECTON, M.D., Physician-in-Charge 


P. O. Box 96, Woodlawn Station, Birmingham, Ala. Phones: 9-1151 and 9-1152 
Consultants: C. M. Rudulph, M.D.; H. S. Ward, M.D.; W. S. Littlejohn, M.D. 


WAUKESHA SPRINGS 
SANITARIUM 


THE OXFORD 


For the Care and Treatment of R E T R E A T 


NERVOUS DISEASES Oxford, Ohio 
FOR— 
Building Absolutely Fireproof NERVOUS 
AND 
BYRON M. CAPLES, M.D., Medical Director MILD MENTAL CASES 
FLOYD W. APLIN, M.D. R. HARVEY COOK 
Chief 


Physician in 


Waukesha, Wisconsin Write for Descriptive Circular 
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Behind MERCUROCHROME 
is a background of 


Precise manufacturing methods insuring uniformity 


Controlled laboratory investigation 


Chemical and biological control of each lot produced 
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and describing its | Lhirteen years’ acceptance by the Council of Pharmacy 
various uses will 
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Hypertonic — Alkaline — Carbonated — Not Laxative 


The years of experience with physicians who have 
used Kalak show that the use of a formula con- 
taining calcium, magnesium, sodium and potas- 
sium salts represents a correctly balanced solu- 
tion. This is Kalak which, as such, aids in main- 
taining a balanced base reserve. 


How Alkaline Is Kalak ? 
One liter of Kalak requires more than 700 cc. 
N/10 HCI for neutralization of bases present as 
bicarbonates. Kalak is capable of neutralizing 
approximately three-quarters its volume of deci- 
normal hydrochloric acid. 
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TREATMENT OF SKIN CANCER* 


By BeDFoRD SHELMIRE, M.D. 
and 
Everett C. Fox, M.D., 
Dallas, Texas 


In the treatment of skin malignancies the pri- 
mary goal of the physician is the complete re- 
moval of the cancerous growth with the smallest 
amount of damage to the surrounding normal 
tissue. Many skin cancers are relatively benign 
in character, and they occur most frequently on 
the exposed areas. Utter disregard for the sur- 
rounding tissues in their treatment leaves as a 
sequel disfiguring cosmetic results often as annoy- 
ing to the patient as the primary growth itself. 
The tell-tale atrophy and telangiectasia subse- 
quent to the over-zealous treatment of a small 
basal cell epithelioma with massive x-ray and 
radium irradiation may be not only deforming, 
but in itself dangerous, as not infrequently a 
malignant prickle cell epithelioma develops upon 
the site of the radiodermatitis. Wanton use of 
the scalpel, actual cautery or surgical diathermy 
may cure the skin malignancy, but does not fulfill 
the physician’s obligation to the patient, of com- 
plete cure with the least amount of resultant 
deformity. Irrespective of what has been written 
regarding skin cancers and their metastases, few 
conditions in medicine offer a higher percentage 
of permanent cures if the method of treatment 
in each individual growth is thoughtfully se- 
lected. In routine dermatological practice, skin 
neoplasms, by actual record over a 10 and 20- 
year period, can be cured in more than 98 per 
cent of cases where the method of treatment is 
selective, rather than routine. 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Twenty-Eighth Annual Meeting, San Antonio, 
Texas, November 13-16, 1934. 

*From the Department of Dermatology, Baylor University Col- 

of Medicine, Dallas, Texas. 


The accepted methods of treatment may be 
divided into four general types: (1) surgical, 
either excision with the scalpel or curettage with 
the dermal curet; (2) thermic, by cautery or 
surgical diathermy, the latter including desicca- 
tion, coagulation, and the cutting current; (3) 
irradiation, by either radium or roentgen rays; 
and (4) chemical, as by acid nitrate of mercury, 
arsenical and zinc pastes. Any one of the above 
methods, when properly employed, may be suc- 
cessful in the treatment of a skin malignancy. 
A physician who uses only one method of treat- 
ment to the exclusion of all others, and has, 
through years of experience, become unusually 
adept with the one procedure, may cure a large 
percentage of skin neoplasms undertaken by him. 
However, accumulated data show that a much 
higher percentage of cures and better cosmetic 
end results are obtained when selective methods 
or combinations of methods are employed in the 
treatment of skin cancer, rather than when one 
routine method is followed, regardless of the 
skill of the operator. Treatment of a superficial 
basal cell epithelioma with the small platinum 
needles, necessitating hospitalization of the pa- 
tient for five to seven days, may eventuate in a 
cure of the cancer, but the method is economic- 
ally unsound; obversely, a rapidly growing grade 
III or IV prickle cell carcinoma may be properly 
treated by this procedure. In the management 
of skin malignancies the operator should not only 
be versed in the diagnosis of the various epi- 
thelial new growths, but should be skilled in 
the various procedures recognized to eradicate 
such lesions. 

In general, the authors prefer to remove these 
neoplastic lesions by some surgical procedure and 
to follow this by irradiation with either x-ray 
or radium. The smaller lesions can be readily 
removed by curettage under ethyl chloride freez- 
ing. After the operator has become adept in this 
procedure, the difference in consistency of the 
frozen tissue guides him to remove completely 


— 


Fig. 1 


Prickle cell epithelioma of the eyelid. Removal by cu- 
rettage; base cauterization with acid nitrate of mer- 


cury; postoperative irradiation with monel radium 


needles. Well twelve years. 


Fig. 2 

Large superficial basal cell epithelioma. Curettage re- 
moval; base cauterization with acid nitrate of mer- 
cury; postoperative surface irradiation with radium 
placques. Well eight years. 


Fig. 3 


Multiple seborrheic keratoses and one large superficial type 
basal cell epithelioma. Keratoses removed by curettage 
alone. Epithelioma removed by curettage; base cau- 
terization with acid nitrate of mercury; postoperative 
surface irradiation with unfiltered radium. Well six 

years. 
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the softer cancerous growth. Larger lesions are 
obliterated by the actual cautery, desiccation 
or are excised by the cutting current. Where the 
neoplasms are first destroyed smaller doses of 
postoperative irradiation are required. Healing 
occurs more rapidly when the tumor mass js 
completely removed and the smaller amounts 
of postoperative irradiation afford a better cos- 
metic result and minimize the danger of subse- 
quent radiodermatitis. In all except the very 
evident basal cell epithelioma, with its elevated 
pearly border, tissue is removed for biopsy with 
the curet, punch or scissors at the time of the 
initial surgical ablation of the tumor. We feel 
that biopsy is necessary in most skin malignan- 
cies for proper prescription of subsequent irradia- 
tion, and that the taking of tissue for biopsy 
certainly does not increase the tendency to me- 
tastasis. One of us (B. S.) has treated an aver- 
age of over two hundred epitheliomas of all 
types yearly for the past ten years, and in that 


Fig. 4 

Large basal cell epithelioma of scalp. Growth removed 
by cautery. Postoperative irradiation with x-ray; 
treatment interval three days; two erythema units at 
exposure; filtration 0.5 mm. aluminum; total dosage, 

6 erythema units. Well seven years. 


Fig. 5 
Prickle cell epithelioma. Curettage removal; base cauteri- 


zation with acid nitrate of mercury; postoperative ight 


face irradiation with radium placque. Well eight 


years. 
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Basal cell epithelioma of eyelid. History of x-ray irradia- 
tion at few weeks’ intervals for period of two years. 
Lesion removed by desiccation; curettage of desiccated 
mass; base cauterization with acid nitrate of mer- 
cury. No postoperative irradiation. Well eight years. 


Fig. 7 
Grade 2 prickle cell epithelioma of scalp. Surgical re- 
moval with the electric cautery. Interstitial irradia- 
tion with monel radium needles. Well seven years. 


Fig. 8 
Basal cell epithelioma involving almost entire nose. Cure 
effected by interstitial irradiation with the small plat- 
inum radium needles of Regaud type. Total dosage, 
100 mg. hours. 
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time has records of only fourteen which devel- 
oped metastases after treatment was instituted. 
We definitely disagree with those who feel that 
every patient with carcinoma of the lip should 
have resection of the cervical lymph nodes. From 
a series of 132 malignancies of the lip, now ob- 
served five years or longer, only three cases have 
developed metastases to the lymph nodes of the 
neck after treatment was instituted. In weigh- 
ing these statistics it must be remembered that 
epitheliomas of the lip as a rule are seen much 
earlier by the dermatologist than by the surgeon, 
and are from private rather than clinic practice. 
Patients with single or multiple movable en- 
larged cervical lymph nodes in carcinoma of the 
lip have routinely been referred for surgical re- 
moval of the lip lesion and block dissection of 
the cervical nodes. Cases with fixed, matted 


glands or ruptured masses have either been de- 
nied treatment or referred for heavy roentgen 
or small platinum radium needle therapy. 


Large grade 3 prickle cell epithelioma of lip. Treated by 
irradiation with x-ray alone. Filtration 0.5 mm. alum- 
inum; dosage, two erythema units exposure at seven- 
day intervals; total dosage, 12 erythema units (six 
treatments). Well six years. 


Fig. 10 
Large grade 1 prickle cell epithelioma of cheek and se- 
baceous cyst of neck. Growth removed surgically by 
scalpel dissection. Postoperative irradiation with fil- 
tered x-ray. Well nine years. 
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Selected cases of cutaneous epithelioma are heavily filtered small platinum radium needles, 
often most advantageously treated by irradiation for interstitial radiation. The needles of the lat- 
alone, using filtered x-ray or radium in the form ter type employed by us contain approximately 
of plaques for surface radiation and monel, or the 1 mg. of radium element. They are inserted 
about the periphery of the lesion and beneath its 
base, and allowed to remain four and one-half 
days, giving a total of 100 mg. hours of inter- 
stitial irradiation per cubic centimeter of tissue. 

Basal cell epitheliomata are the most satisfac- 
tory type of skin malignancies to treat because 
of their slow growth, their less invasive character, 
and the absence of metastases except in very 
rare instances. From a total of 1,145 superficial 
basal cell epitheliomas treated over a ten-year 
period and observed for a period of two years 


Fig. 11 or longer after treatment, failures have amounted 

Basal cell epithelioma of eyelid. Removal by desiccation, to less than 1 per cent. Of sixty-four cases of 
curettage, base cauterization with acid nitrate of mer- ‘a 

cury and postoperative surface irradiation with radium the deep type treated, failures have amounted 


placques. Well seven years. 


Fig. 14 
Grade 2 prickle cell epithelioma of lip. Treatment by of lip. Cure effected by employment of small plati- 
irradiation with x-ray; filtration 0.5 mm. aluminum; 2 ng tad interstitial irradiation. Total 


dosage double erythema unit at exposure; treatment 
interval three days; total dosage 12 erythema units (six 
treatments). Well six years. 


Fig. 13 
Superficial basal cell epithelioma. Cure effected by cu- Fig. 15 
rettage removal, base cauterization with acid nitrate of Large basal cell epithelioma of back. Treatment by cu- 
mercury and postoperative surface irradiation with un- rettage removal, acid nitrate of mercury cauterization 
filtered radium. of base and postoperative irradiation with x-ray. 
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Fig. 16 
Grade 3 prickle cell epithelioma of wrist. 
by surgical ablation of lesion with the electric cautery 
and postoperative irradiation with filtered x-ray. 


Cure effected 


to less than 2 per cent. In the routine derma- 
tological practice where all types of basal cell 
epithelioma are treated, except those demanding 
a radical surgical uperation and plastic repair, 
permanent cures can be effected in excess of 98 
per cent where removal of the growth is com- 
bined with postoperative irradiation. It has been 
our practice in practically all basal cell epithel- 
iomas to curette the mass thoroughly under pro- 
caine hydrochloride anesthesia and ethyl! chloride 
freezing. After the soft cancerous tissue is thor- 
oughly removed and only the firmer surrounding 
tissues remain, the surface is painted with acid 
nitrate of mercury. The latter is never neutral- 
ized. As shown in clinic practice, this procedure 
alone suffices to cure a very high percentage of 
malignancies of the basal cell type. When epi- 
theliomas are removed by desiccation or the ac- 
tual cautery, it has of late been our choice to 
thoroughly remove the charred base with a der- 
mal curette and to paint the cleansed surface 
with the acid nitrate of mercury solution. Wounds 
treated in this manner heal more readily and 
the scar is more atrophic and non-contractile 
than when treated by desiccation or electric cau- 
terization alone. In the smaller lesions situated 
on an area which affords a base of soft tissue, 
Temoval is followed by surface irradiation with 
radium or unfiltered x-ray. In the deeper lesions 
filtered roentgen irradiation is usually employed, 
two erythema doses of irradiation through 0.5- 
1 mm. of aluminum filter being administered at 
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two-day intervals for a total of six to eight 
erythema doses. Where radium is used in these 
deeper cases following surgical removal, irradia- 
tion is usually secured by the employment of 
monel radium needles placed on the surface or 
just beneath the base of the lesion. When irra- 
diation alone is used in selected cases of basal 
cell epithelioma, filtered x-ray is employed, as 
in the above mentioned procedure, except that 
the total dosage is larger, four to six double 
erythema exposures being required completely to 
eradicate the growth. In cases treated with ra- 
dium alone, irradiation is restricted almost en- 
tirely to the employment of the small platinum 
radium needles of the Regaud type. 


Prickle cell carcinoma of the skin and ver- 
milion borders of the lips presents a more diffi- 


Fig. 17 
Prickle cell epithelioma. Treated by interstitial irradiation 
with monel radium needles. Well ten years. 


Fig. 18 
nagar growing Grade 4 prickle cell epithelioma of the 
lip. Lesion removed by desiccation and curettage. 
Postoperative irradiation with monel radium needles. 
Well five years. 
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cult therapeutic problem, depending upon the 
grade of malignancy, its location, and the extent 
of invasion, either local or distant. We feel that 
the removal of tissue for biopsy is especially 
important in prickle cell carcinoma, although in 
most instances a fairly good idea of the grade 
of the malignancy may be obtained from the 
appearance of the lesion and the rapidity of its 
growth. The cornifying, verrucous, keratotic 
type of lesions, which are usually graded one or 
two, are handled much in the same manner as 
that outlined for the treatment of basal cell 
epithelioma, with the exception that where lesions 
involve the ear and nose, and therefore overly 
cartilage and bone, the destructive process is 
carried out more carefully and completely and 
the amount of irradiation is appreciably de- 
creased. The larger epitheliomas of the lip, 
where no evidence of cervical metastasis can be 
detected, are now routinely treated by the Re- 
gaud method of interstitial irradiation with the 
small platinum radium needles. Where evidence 
of early metastasis can be detected it has been 
our procedure to refer the patient for surgical 
removal of the primary lip lesion and block 
dissection of the cervical lymph nodes, this to 
be followed by postoperative irradiation. Ex- 
cluding those cases which have shown evidence 
of metastasis when treatment was instituted, and 
including all other prickle cell epithelioma of the 
skin and lip, we find that approximately 97 per 
cent result in permanent cures if selective treat- 
ment as outlined above is followed. 


SUMMARY 


(1) The large majority of all basal cell epi- 
theliomas may be permanently cured, including 
even late extensive lesions. 


(2) Prickle cell carcinoma is a more difficult 
problem, but when seen early results in 97 per 
cent permanent cures. 

(3) The methcd of treatment must be care- 
fully selected for each individual case. The 
highest percentage of cures is obtained when the 
method of careful removal of the growth by 
curettage, cautery or desiccation is combined 
with postoperative irradiation in curative dosage. 


1410 Medical Arts Building 
1127 Medical Arts Building 


Discussion follows paper of Dr. Howles, page 502. 


EPITHELIOMA OF THE SKIN AND ORAL 
MUCOUS MEMBRANES* 


By J. K. Howtgs, M.D., 
New Orleans, Louisiana 


Through the centuries the great problem of the 
medical profession has been cancer. Cancer has 
been more than a malady; it has been a scourge 
and men have sought tirelessly for a clue to the 
cause and treatment of a disease whose attack 
was for so long almost inevitably fatal. 


Cancer has been known and studied since the dawn 
of civilization. The ancient Egyptians were familiar 
with it and treated it by escharotics and by excision. 
The Hippocratian writers left excellent descriptions of 
cutaneous cancers. Celsus (38 A.D.) distinguished va- 
rieties of cancer. Galen’s (131-203 A.D.) humoral doc- 
trine, in which he attributed the cause of cancer to the 
concentration of black bile, dominated medical thought 
for centuries after his time. A chronological review of 
the history of cancer research is impracticable in this 
short compass, but certain epochal discoveries in the 
field can be noted as pointing to such successful treat- 
ment as is known today. The surgical technic of Leon- 
idas, Harvey’s discovery of the circulation of the blood 
and Owens’ discovery of the lymph vessels as early as 
1652 all played a vital role in preparing the way for 
present day experimental medicine, but the Nineteenth 
Century provides the beginning of what is reliable and 
accurate in the knowledge of cancer. The construction 
of the achromatic microscope in Paris in 1824, Ras- 
pail’s demonstration of the multiplication of cells 
(1826) and Schwann’s doctrine of cellular structures in 
1838 as a universal principle were some of the notable 
contributions of that century. Virchow’s cellular theory 
of pathology, based on the statement, “Omnis cellula e 
cellula,” that is, “Where a cell arises there a cell must 
have previously existed,” just as an animal can spring 
only from an animal and a plant from a plant, formed 
the basis of all study on the genesis of cancer and all 
tumor formation (1860). Waldeyer, in 1865, traced 
the origin of cancer of certain viscera to the epithelial 
cells of these organs and formulated the epithelial na- 
ture of carcinoma, while in 1877 Cohnheim promul- 
gated his embryonal cell theory. 


The riddle of the problem of cancer has been 
rendered almost insoluble by its very nature, 
which is closely akin to that of growth itself, 
about which human knowledge is so far relatively 
negligible. The living cell is the most complex 
organization of matter known, while literature of 
cancer research is so enormous that periodical 
publications of abstracts are devoted solely to 
its consideration. The last half century, how- 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Twenty-Eighth Annual Meeting, San Antonio, 
Texas, November 13-16, 1934. 

*From the Department of Dermatology and Syphilology, Lou- 
isiana State University Medical Center and Louisiana State Char- 
ity Hospital, New Orleans. 
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ever, has seen great progress in this perplexing 
problem of medicine. 


Four of the cardinal discoveries of cancer 
research of this period are, incidentally, the four 
outstanding and salient discoveries of the entire 
history of cancer experimentation. 

The first great achievement accomplished early 
in this century was the successful transplantation 
of malignant tissue, by which scientific triumph 
an adequate supply of tumor material in animals 
was made available on demand for study. 

The second momentous discovery was that of 
Peyton Rous, of the Rockefeller Institute, New 
York, who discovered the existence of the tumors 
which are propagated by means of cell-free tumor 
extracts, as well as by grafts. F 

Third in this list of major contributions to the 
solution of the cancer question was the discovery 
by Fibiger of parasites in the carcinomas of the 
stomachs of rats infected by eating sugar from 
the West Indies which was contaminated with 
an uncommon form of cockroach. 


Fourth, the discovery of Yamagiwa and Itchi- 
kawa of the cancer producing action of tar when 
applied repeatedly to the inner surface of the 
ears of rabbits for long periods of time, proved 
for the first time the possibility of chemical irri- 
tation as an etiological factor in cancer. 

While these four discoveries constitute land- 
marks in the enormous mass of experimental con- 
tributions, they represent but a small part of the 
accurate information gathered in the last fifty 
years in the effort of scientists to solve the 
enigma of cancer. Many of the negative find- 
ings are valuable because they permit rejections 
of the earlier hypotheses and to this extent help 
to clear the field for future investigation. 

It is true that the morphological study of can- 
cer, begun and pursued so eagerly in the past 
century, produced no cure, but it has been the 
basis of subsequent discoveries. 

In spite of all these earnest, faithful and in- 
telligent labors of innumerable research workers, 
cancer has not only persisted but increased in 
frequency in some civilized countries until now 
it looms large as a universal menace. It has 
been estimated to cause the death of half a mil- 
lion of persons yearly among the civilized naticns 
of the earth and untold misery and suffering to 
many times that number. In the United States 
there were approximately 100,000 deaths in 1933 
from cancer. 


The history of medicine clearly shows that it 
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is sometimes unnecessary to know the cause of a 
disease in order to discover an effective treat- 
ment. A knowledge of the disease process is at 
times sufficient to permit judicious and rational 
therapy. 


Without meaning to discount the value and 
necessity of scientific laboratory investigation of 
the cancer problem with its numerous phases, I 
believe the only true basis upon which all real 
advance as to the nature, treatment and preven- 
tion of cancer can be established, must be 
founded upon clinical observations with properly 
controlled laboratory research. To effect this 
the patient must-be studied in all relations of 
life, both before and during the existence of can- 
cer; what is wrong must be determined by syn- 
thesis and deduction, and all possible endeavors 
made to correct it. 


This survey was undertaken from that view- 
point, namely, to discover the tangible, evident 
things possible to ascertain in a large group of 
a limited type of epithelioma. The entire sub- 
ject is too large even in this somewhat restricted 
field to be included here, so that while it is hoped 
that subsequent papers will permit the inclusion 
of the findings not touched upon in this survey, 
only a few of the most salient features can be 
considered now. 


The material for this study of 2,220 cases of 
epitheliomata of the skin was collected from the 
records of Charity Hospital, New Orleans, and 
covers a period of twenty-seven years. These 
figures represent cases admitted to the hospital 
for treatment of skin cancer and discharged with 
a diagnosis of epithelioma of the skin. There 
were many cases treated for skin cancer in this 
period which were not recorded as epitheliomata 
because that was not their admission or dis- 
charge classification. 

Epithelial tumors of the skin, both benign and 
malignant, are so common and are so easily ac- 
cessible for study morphologically and histolog- 
ically that it is surprising how much ignorance 
prevails concerning them. Cancers of the skin 
are important and interesting from a number of 
points of view. The variety of clinical and mor- 
phological forms by which these cutaneous neo- 
plasms are made manifest is surprising. 

Precancerous Dermatoses.—The study of skin 
cancers has been simplified by their frequency 
and easy accessibility. In many of these epi- 
theliomas a definite predisposing etiological fac- 
tor associated with cellular hyperplasia has been 
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shown. It is generally conceded that cancer of 
the skin originates from some abnormality of the 
integument and not from normal epidermis. Of 
course, some may argue that any lesion of the 
skin is a potential cancer. It is sufficient to say 
that the line separating malignant from benign 
epithelial growths of the skin is often a very 
obscure one, and the burden of proof rests on 
those who are prone to discount the importance 
of those inoffensive lesions of the skin which are 
recalcitrant to treatment. 


Helwig! has stated that if every cancer could 
have the advantage of a biopsy the mortality 
of cancer would be greatly reduced. 


Only 70 per cent of cancers can be diagnosed 
clinically, and not more than 80 per cent micro- 
scopically, according to Simpson.? Biopsy should 
be used when diagnosis cannot be made by any 
other means. It should be done as an accurate 
means of classification with the purpose of de- 
termining the mode of treatment. 

While the fear of biopsy is becoming less, 
however, when it is necessary, a histological study 
should be made, since the more recent work on 
the therapy of cancer is concerned principally 
with radiosensitivity, and this can be judged 
only by the classification of neoplasms formu- 
lated by histological study with subsequent ther- 
apeutic study and follow-up. For such enlight- 
enment we are indebted to Broders, Cutler, and 
others. 

A microscopic classification of tumors is too 
highly specialized a field to be included here, but 
the histological varieties of epitheliomata of the 
skin warrant consideration. 


The great majority of cancers of the skin are 
of the basal-celled type. The squamous-celled 
epithelioma, while much less common, transcends 
the former in importance, because of the higher 
mortality associated with it. The squamous- 
celled cancer grows more rapidly and metasta- 
sizes frequently. This is especially true in le- 
sions of the oral mucous membranes or of the 
mucocutaneous junctions. The mixed or transi- 
tional types are still less common than the 
squamous-celled variety, and fortunately the 
melanocarcinomas are comparatively rare. 

The crux of the whole cancer problem is early 
diagnosis, for while the precancerous lesions of 
the skin are relatively benign in their early 
stages, recognition would facilitate the treat- 
ment of epithelioma greatly. 


Incidence of Cancer.—About 100,000 patients 
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die of cancer in this country each year. Statis- 
tics show a slight increase yearly. At the pres- 
ent time there is great discrepancy between mor- 
tality and incidence of skin cancer. It is ex- 
tremely difficult to determine just what pro- 
portion of mankind skin cancer affects. Wells? 
quotes statistics from the Huntington Hospital 
in Boston showing that it is the most common 
form of cancer treated there. Pearl and Bacon 
point out that it is a more frequent cause of 
death than is indicated by autopsy statistics 
because a greater proportion of victims of skin 
cancer die at home instead of in a hospital, than 
is the case with any other form of cancer. 
There are several incidental factors which must 
be considered in studying epithelioma of the skin 
from a clinical aspect. It is generally conceded 
that cancer of the skin most frequently occurs 
in those past middle life. The two sexes are 
almost equally affected, except in the case of 
cancer of the mouth, which is considered very 
rare in women. Epithelioma of the skin, espe- 
cially the squamous-celled type, is considered by 
many as an uncommon occurrence in the negro 
race, and the basal-celled type is unknown to 


Fig. 1 
Epithelioma of the face (the drawing is not accurate so 
far as the dots on the upper lip are concerned. — 
artist used the correct number, but did not distribute 
them on the lower as they occurred). 
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many. Location has been one of the major diag- 
nostic points of differentiation and under circum- 
stances where a biopsy is not practical, it has 
formed a criterion upon which to prognosticate. 
Some of the incidental factors, now always spe- 
cifically proven, follow here. 

Age——Most of the epitheliomas of the skin 
occur in the relatively old, but many have been 
observed in childhood. Selberg® has reported a 
series of cases occurring in infants and children. 
Pantrier described a squamous-celled epithelioma 
occurring on the face of a child nine years of age. 
In this group just studied the ages ranged from 
11 years to 94 years. Wassink and Wassink® 
have reported 9 per cent under 50 years and 43 
per cent over 70 years of age. 

Sex.—Both squamous and basal-celled epithe- 
liomas are more common on the skin of men than 
of women. Daland‘ reported a series of cases 
in 1926 and found a ratio of 6 to 4. 


Race—The United States Public Health Serv- 
ice in 1928 issued an interesting bulletin on 
negro mortality in which it was stated that “com- 
paring white and colored curves, colored rates 
are higher than white up to fifty years of age 


and from then on are considerably lower than the 
white rates.”” The statement applied to all forms 
of cancer, however, and not to can- 
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the white, against 121.8 for the colored. These 
figures represent deaths from all types of can- 
cer. In this same period the death rate for can- 
cer of the buccal cavity among the whites was 
16.8, against 6.9 per cent for the negroes. The 
skin cancer deaths were: whites 0.6 per cent, as 
against negroes 0.5 per cent. 

Hoffman,’ in reporting the San Francisco can- 
cer survey published in 1927, listed the death 
rates from cancer of the various parts for the two 
races in New Orleans for the period 1919-1923 
as follows: 

Cancer of the lip among the whites prevailed at the 
rate of 0.3 against a rate of 0.4 for negroes, and cancer 
of the tongue 3.5 for the whites and 1.0 for the negroes. 
He commented on the correlation of syphilis and can- 
cer of the tongue and the fact that syphilis was more 
common in the negro race than in the whites. Cancer 
of the mouth was the cause of death in 0.6 per cent 
of the white mortalities and 0.4 per cent of the colored 
ones. 

The purpose in emphasizing the incidence 
among the colored race is to impress upon the 
minds of the profession the fact that epithelioma 
of the skin is not uncommon in negroes. 

Dr. Rudolph Matas,® in 1896, in analyzing 
the cancer problem at Charity Hospital from 
1884 to 1893, said: 


“It would appear from all this and other evidence 
that the opinion which has long existed that the negro 


cer of the skin alone. 


There is an abundance of evi- 
dence that cancer is not only com- 
mon among the negro population of 
the United States at the present 
time, but that certain types of can- 
cer are more common among the 
negroes than among the whites. A 
report by Dr. Louis I. Dublin in 
1925, for the Metropolitan Life In- 
surance Company, showed that can- 
cer of the buccal cavity was less 
frequent in the negro male than in 
the white male at ages above 25, 
while in negro females between ages 
25 to 74 buccal cancer was more 
common than in white females. 


Cancer of the skin prevailed at 
the rate of 2.1 among white males 
and 0.7 among colored males. 
Among white females the rate was 
1.6, against 0.8 for colored females. 
The cancer death rate of the City 


of New Orleans for the years 1919 
to 1922 was 125.3 per 100,000 for 


Fig. 2 


Age incidence of skin cancer in the white and colored races. 
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hases to consider in 
\@ | short survey, only its dis- 


}))),-| tribution and incidence can 
‘)}/1 | be stressed here. 


The accompanying charts 
will show the findings of 
this survey much more 
clearly than a detailed ver- 
bal description. However, 
some brief details will 
serve as further elucida- 
tion. 

Forehead.—Total number of 
cases, 125; percentage, 0.056. 


WHITE MALE Basal-celled epitheliomas 

FINGERS are less common here than 
crest smomnm COLORED FEMALE on the face. The lesions 
“TONGUE usually start near the root 
reer of the nose and extend up- 
SHOULDERS ward in the frontal region. 
Toes According to Hazen?! it is 
GENITALIA stated that tumors origi- 
nating upon the temples 

seem to have a special ten- 

Fig. 3 dency to become fungating. 


Comparative incidence of skin cancer. 


was formerly less liable to malignant disease, and espe- 
cially as to true cancer, is founded on some ground, 
though it is equally certain that at present cancer affects 
the races in the same proportion.” 

The statistics of the hospital go even further 
than this, indicating a greater prevalence of can- 
cer among the colored patients, and as they faith- 
fully represent the experience furnished by the 
institution, they are worthy of serious consid- 
eration. 


CARCINOMA OF THE SKIN IN THE UNITED STATES 


1923-1927—-Percentage of deaths among negroes from car- 

1927—Percentage of deaths among the whole population 
from carcinoma of the skin 2020000. 

fota. number of cases in this series 2,220 . 


Per Cent 


Morphological Variations Hertzler,’ in a 
treatise on tumors, stresses the importance of lo- 
cation in neoplasms of the skin. Not only are 
the morphological and distributional factors of 
importance from a diagnostic standpoint, but the 
location determines the mode of therapy, as well. 
One must always consider the adjacent structures 
as well as the depth and consistency of the in- 
volved areas. Since skin cancer has too many 


Squamous - celled epitheli- 

omas are more common 
than the basal-celled variety in this location. In 
this particular series the number of cases found 
in the forehead and temple was 125 in the fol- 
lowing relationship. 


Eyelids —Total number of cases, 88; percentage, 0.04. 


Epitheliomas of the lids require consideration 
apart from cutaneous epitheliomas elsewhere be- 
cause of their proximity to the orbit and sinuses 
and because of the disastrous effects of destruc- 
tion of the lids on the vision and appearance of 
the patient. The lower lid is the site of predilec- 
tion for basal-celled epitheliomas. The inner 
canthus is next in frequency, while neoplasms of 
the outer canthus are the least common. Vir- 
tually all epitheliomata of the eyelids are of the 
basal-celled type. Pigmented moles and melano- 
epitheliomas occur on the lids either on the skin 
or the mucocutaneous border. 


McDonagh’ has commented on the frequency 
of tumors affecting the orbito-facial and naso- 
facial grooves. Growth is slow in these areas, 
but great destruction of the mucous membrane 
and eyeball often follows prolonged neglect. 
Treatment is most difficult because the structure 
of the eyelids makes plastic work tedious and 
because the eyeball itself must be guarded. 


Nose.—Total number of cases, 360; percentage, 16.21. 
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CHEEKS 6! 
LIPS 488 
NOSE 360 
EARS 126 
FOREHEAD = 125 
NECK 
EYES 88 
HAND $2 
MOUTH 49 
|CHIN 44 
ARMS 31 
LEGS 28 
BACK 23 
CHEST 16 


FINGERS 


GENITALIA 
MISCELLANEOUS 


Tumors of the naso-facial grooves are almost 
invariably of the basal-celled variety. It is the 
favorite locus for tumors of this type. The 
epitheliomas that occur on the bridge of the nose 
are of both types There were 360 cases of 
epithelioma in this series, giving a percentage 
of 16.21. 

Ears—Total number of cases, 126; percentage, 0.056. 


Both varieties of epitheliomata arise from the 
ears. Those arising from the pinnae are usually 
rodent ulcers. These tumors of the pinna are 
uncommon, not generally being seen in private 
practice. Fraser! gives us some idea of the fre- 
quency of malignant tumors of the external audi- 
tory canal and middle ear. Among 7,251 ear 
cases seen in private practice and at the Royal 
Infirmary in Edinburgh there were only 16 cases 
of malignant epithelioma, the great majority of 
which involved the external auditory canal. 

In this series only 126 cases, or 0.056 per cent 


of the total surveyed, revealed epitheliomata in- 
volving the ear. 


Cheeks —Total number of cases, 616; percentage, 27.7. 


The basal-celled tumor is the one generally 
found here and is extremely common. They 
usually arise a short distance below the eyelids. 
Squamous-celled epithelioma of the cheek does 
occur and is extremely malignant. 


Fig. 4 
Total incidence of skin cancer. 


Chin —Total number of cases, 44; percentage, 0.019. 


The predominating type is the squamous-celled 
variety. Basal-celled epithelioma of the chin is 
rare, only 44 cases being encountered in this 
survey. 

Neck.—Total number of cases, 91; percentage, 0.04. 


Cancers in this area usually arise from senile 
or seborrheic keratoses. The trauma due to rub- 
bing of collars may be a contributing factor. 
The basal-celled variety is more common than 
the squamous-celled type. Moles are commonly 
the sites of origin. 

Lips—Total number of cases, 488; percentage, 21.99. 

Epithelioma of the lip is considered by many 
to be the most common form of malignant dis- 
eases of the face. It is much more common on 
the lower lip than on the upper. Cancer of the 
lip is considered rare in women, but occurred in 
the ratio of 3 to 1 in this series. The general 
rule that cancer does not originate in absolutely 
healthy tissue holds true in the case of cancer of 
the lip. Usually there is an antecedent history of 
a pre-existing benign lesion which was the true 
precursor of the epithelioma. In our series ap- 
proximately 68 per cent gave a history of a pre- 
existing lesion. Localized hyperkeratotic lesions 
and superficial abrasions or fissures which heal 
with difficulty and easily reappear with minimum 
trauma are especially prone to develop into epi- 


FEET #10 
TONGUE 9 
TOES 6 
SHOULDERS 5 
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thelioma if they occur on the lips of persons 
past middle life. A very large group of our 
patients were farmers and fishermen, and a his- 
tory of pipe smoking was obtained in a very 
high percentage of cases. Cancer of the lip 
appears after middle life in the large majority 
of instances, but as is true with all epitheliomata 
of the skin, it may occasionally develop in the 
young. Hertzler!’ reports a case of epithelioma 
of the lip in a boy 16 years of age. According 
to Hazen'! cancer of the lip is much more com- 
mon than benign affections of this organ. 

In no area of the body is cancer more amen- 
able to treatment when taken early than is cancer 
of the lip, but thorough treatment is vital and 
the employment of combinations of therapeutic 
measures seems necessary. The age of the pa- 
tient is of less importance than the age and char- 
acter of the cells comprising the lesion. The 
following tables and photographs represent the 
location and incidence of epithelioma of the lip 
in this group. The artist made no effort to dif- 
ferentiate the incidence of cancer of the upper 
and lower lips respectively, but consolidated the 
group. The table will help to illuminate the 
actual differential. 


Epithelioma of the Tongue and Mouth— 
Total number of cases 
Tongue, 4; percentage................ 0.004 
Mouth, 49; percentage................ 0.0227 


The incidence in this series of this form of 
cases is misleading. Many of the epitheliomata 
of mouth and tongue are rightly admitted on 
the surgical service, but as the science of radio- 
logy is progressing an increasing number of these 
cancers are being treated by the radiologist. 
They have not yielded as satisfactorily to sur- 
gery as have epitheliomas of the lip. 

The mouth and tongue are rated by Jessett'* 
as the second most common sites of cancer. That 
author places epithelioma of the mouth and 
tongue second only to uterine cancer. It is one 
of the most fatal of all malignant diseases, with 
a mortality ranging from 75 to 95 per cent. 
Trauma seems to play a role in the causation of 
this form of cancer, but syphilis coexists so often 
with oral carcinoma that its importance as an 
etiologic factor cannot be discounted. These two 
dirges work synergistically to the detriment of 
the patient. 

In addition to the two general types of 
epithelial neoplasms, namely, basal-celled and 
squamous-celled epithelioma, the transitional cell 
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type of epidermoid carcinoma which arises from 
the base of the tongue and the tonsils must be 
recognized. Cancer within the mouth does not 
follow a uniform mode of metastasis. Cancer 
of the tongue, especially, presents a problem so 
far as metastatic variations are concerned. 
Trunk.—Cancer of chest, shoulder or back is 
rare. Epithelioma of the shoulder is considered 
more common than that of the chest and back, 
but this study revealed the following incidence: 


EPITHELIOMA OF THE TRUNK 


— White Colored Total Cases 
Male Female Male Female 
Back 13 10 0 0 23 
Chest 5 11 0 0 16 
Shoulders 4 1 0 1 6 


Or a total presentation of 45 cases. 


The basal-celled type predominates in epi- 
theliomas of the shoulder, but the percentage of 
squamous-celled and basal-celled is about equal 
upon other portions of the trunk. One case of 
carcinoma en cuirasse was encountered in a negro 
female. It resembles a moist nodular mycotic 
infection of the anterior chest wall. Five cases 
of Paget’s disease were found in this group of 
cases. 


Extremities Cancer of the extremities is rel- 
atively uncommon, which seems to challenge the 
traumatic hypothesis of etiology of cancer, since 
the extremities come in for many traumatic le- 
sions. Except for squamous-celled epithelioma of 
the back of hands which untrue to form develop 
aseborrheic arsenical and senile keratosis, the 
majority of epitheliomas of the hands and feet 
are relatively benign and metastasize slowly, if at 
all. The epithelioma developing on scar tissue 
resulting from roentgen ray dermatitis metasta- 
sizes in much the same fashion as do these lesions 
on other areas of the skin. The following table 
will show the incidence in these various areas: 


EPITHELIOMA OF THE EXTREMITIES 


White Colored 
Type Male Female Male Female tas Coe 
Arms 12 15 2 2 31 
Legs 13 6 5 4 28 
Feet 4 2 0 + 10 
Fingers 7 1 2 0 10 
Toes 3 P 3 1 0 6 
Hands 41 8 3 0 52 


Genitalia.—Total number of cases, 2; percentage, 
0.0009. 


Only two cases of epithelioma of the genitalia 
were included in this series. Both occurred in 
white men on the glans penis. Both were squa- 
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mous-celled epitheliomas. Metastases to the in- 
guinal glands had occurred in one case. Com- 
plete bilateral dissection of the glands of the 
groin was done in both cases, along with ampu- 
tation of the penis and subsequent deep x-ray 
therapy to the area of the dissected glands. 


Rational Therapy.—Time will not permit here 
a discussion of the therapy employed in this 
series. But a partial analysis of the comparative 
value of general therapeutic measures cannot be 
omitted. 

The most desirable method of control of skin 
cancer is prevention, and this can be attained 
only through early recognition. Every patient 
is a law unto himself. The percentage of failures 
in cancer treatment can be cut down consider- 
ably by the correct selection of the therapeutic 
measures to be followed. Topographical distri- 
bution, type of cancer, color of the patient’s 
skin, age and general condition all are factors 
to be taken into consideration. 

The grading of cancer to determine the degree 
of radiosensitivity must be carried out in re- 
quired cases. Metaplasia results from bad treat- 
ment. 


The methods of cancer therapy are so spe- 
cifically various and so increasingly numerous 
that it is absolutely essential for the conscientious 
physician to acquaint himself with each new dis- 
covery and compare its special indication and 
excellence with previous or parallel measures. 

Surgery—Many believe the use of surgery 
alone is gradually dwindling as a choice of treat- 
ment, but with all the brilliant therapeutic re- 
sults of x-ray and radium the secondary lym- 
phatic involvement still remains a problem. Only 
freely movable glands should be dissected. The 
diathermy knife is still proving a most valuable 
early therapeutic agent. In severe carcinoma 
of the ear surgery is often necessary. About the 
ear caution is required in the use of irradiation. 

X-ray.—As far back as 1900 it was known 
that certain superficial epitheliomas could be 
cured by the roentgen ray, but the introduction 
of the Coolidge tube in 1913 increased the use- 
fulness of this form of therapy. Now roentgen 
therapy is used along and in connection with 
surgery, radium and endothermy. Both long and 
short x-rays are used. The skin tolerance for 
short waves is greater, the time advocated for 
long wave length being 6-12 minimum erythema 
doses. An attempt to produce a cure in the first 
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attack should be made as radioresistance often 
occurs when x-ray therapy is given too slowly. 


Radium.—Radiotherapy is gaining followers 
steadily as the excellent results obtained in va- 
rious tumor clinics are published. Perhaps one 
of the most encouraging reports for this mode 
of therapy has come from the Radium Hemmet 
in Stockholm, which reports 78 per cent cures 
by radiotherapy, as compared to 65 per cent by 
surgery. Eighty-six per cent of lip cancer cures 
were obtained with radium alone, 73 per cent 
of similar cures were effected by surgery alone.'® 
These figures are significant because this par- 
ticular carcinoma site responds especially well 
to early surgical intervention. In the cases of 
buccal cancer treated at Radium Hemmet, 55 per 
cent were cured with radium, as against 41 per 
cent with surgery. In cutaneous cancer 92 per 
cent were rendered free from symptoms. The 
Hemmet advises irradiation only of fixed lymph 
nodes with metastasis. 

The Gynecologist?® of Sweden reports 2.6 per 
cent better results with radium. Certainly in 
cutaneous and labial cancer radium seems to 
have a great field. Radium is now used to treat 
almost every accessible cancerous area. It is 
used at any stage of cancer. Generally speak- 
ing, interstitial radiation does not do so well as 
surface applications. With all the encouraging 
reports of radium therapy, we must remember 
that it has its objectionable features. Even 
though radon is becoming more easily accessible, 
the cost of radium therapy is prohibitive to 
many and radium is still inaccessible to some. 
In inexperienced hands radium is far more dan- 
gerous than surgery. 


Cancer as a disease is doubly complicated by 
the fact that the methods of therapy, as well as 
the disease itself, must be carefully controlled. 
If surgery is to be used the object is to destroy 
all suspicious tissue, while at the same time tak- 
ing every precaution to avoid unnecessary 
trauma. Preoperative and postoperative care are 
indispensible. Half-way measures are not only 
useless, but dangerous. Cosmetic results should 
be only a secondary consideration. Oral hygiene, 
especially in buccal cases, is most important. 
Close follow-up of treated patients is as much 
a factor as any other adjunct to therapy. While 
his dependents must be kept informed of the true 
course of the disease, the doomed case must be 
encouraged in every hope. 


A thorough investigation of the literature of 
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skin cancer in all its cumulative aspects and ex- 
tensive records, and a fair experience in treating 
a large group of cutaneous cancer in a well or- 
ganized clinic on a complete skin service results 
in the inevitable conviction that there is no one 
method for treating skin cancer. No one thera- 
peutic method can be used to the exclusion of 
all others. Even combinations have their limi- 
tations. While deep x-ray therapy in conjunc- 
tion with local irradiation shows especially suc- 
cessful results, each patient must be considered 
individually. The best procedure seems to be a 
combination of several of the best methods se- 
lected to affect the particular symptoms of the 
special case. 


SUMMARY AND CONCLUSIONS 


(1) The history of cancer, with some of the 
outstanding achievements, including those of the 
nineteenth century, has been reviewed. 


(2) The crux of the whole cancer problem is 
early diagnosis, for while the precancerous lesions 
of the skin are relatively benign in their early 
stages, recognition would facilitate the treatment 
of epitheliomata greatly. 


(3) Epithelioma of the skin is not uncommon 
in negroes. The percentage of deaths in the 
United States among negroes from carcinoma 
of the skin was 1.4 during the years 1923-1927. 
There is an abundance of evidence that cancer 
of the skin is becoming more common among the 
negro population of the United States. 


(4) The importance of biopsy and classifica- 
tion of neoplastic skin diseases from a histolog- 
ical standpoint, is stressed. 

(5) Aside from the incidental factors of age, 
sex and race, location is one of the major diag- 
nostic points of differentiation under circum- 
stances where biopsy is not practical. 

(6) A detailed report of the morphological 
variations found in 2,220 cases of epithelioma 
of the skin is reviewed. 

(7) Rational therapeutic measures are briefly 
touched upon. The inevitable conviction that 
there is no one method of treating skin cancer 
is reached. No one therapeutic method can be 
used to the exclusion of all others. The best 
procedure seems to be a combination of thera- 
peutic measures. The importance of close follow- 
up is paramount. 
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DISCUSSION (Abstract) 
Papers of Drs. Shelmire and Fox and Dr. Howles. 


Dr. Jeffrey C. Michael, Houston, Tex—The results 
obtained by Drs. Shelmire and Fox are certainly ex- 
cellent. The mention of the use of mercuric nitrate 
reminds me that, following Dr. Shelmire’s advice, I 
have employed this agent in association with x-ray or 
radium in lesions over cartilage (especially the ear, 
sometimes the nose) and have found it very valuable. 
As mentioned by Dr. Shelmire, it is unnecessary to 
neutralize it. The scars left after its use are quite sat- 
isfactory from the cosmetic standpoint. This agent 
deserves resuscitation. 


I should also like to mention the value of biopsy in 
these cases. For some time I have sought to get a 
biopsy on every case of skin cancer, and the information 
obtained has been exceedingly valuable. It is doubtful 
that there is any danger of dissemination from biopsy, 
providing it is done with a sharp instrument (punch or 
scalpel) and with as little handling of tissue as is possi- 
ble. As examples of the therapeutic application of in- 
formation obtained by biopsy, I might mention that 
where grade 3 or 4 cancer is encountered, wide and 
deep cautery destruction is always done in addition to 
radiation, while I have learned in the infiltrating type 
of basal cell cancer with strand-like invasion to radiate 
particularly widely around the lesion, since marginal 
recurrence is prone to take place unless this is done. 


Dr. J. L. Kirby-Smith, Jacksonville, Fla—I wish to 
add some personal experiences with epithelioma of the 
lip, tongue and mouth. 

It has been my misfortune apparently to have cured 
five cases during the past few years. Extraction of 
teeth was advised in all five cases, following which they 
all promptly developed metastasis in the neck. One 
particular patient had been well for five years. A few 
months ago, after having had his teeth removed, he 
reported to my office with extensive cancer of the neck. 
Some ten years ago, at our meeting in New Orleans, 
in the discussion of cancer, a somewhat similar remark 
was made by the discussor, and one of our members 
remarked in reply that no doubt the patients had al- 
ready had metastasis. Be that as it may, I am report- 
ing the fact that within a recent period I have had 
five fatal cases, all of them apparently relieved of their 
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local involvement, all of which rapidly developed ma- 
lignancy after dental extraction. 


Dr. M. T. Van Studdiford, New Orleans, La—Dr. 
Howles has done a Herculean task in reviewing the 
files of the Charity Hospital records. His report dem- 
onstrates that the negro of today does have epithelio- 
mata of the skin. But because there are few full- 
blooded negroes we must go further than just to the 
appearance of skin to decide whether a negro is full- 
blooded. Often features of a supposed full-blood do 
not fit with the color of the skin. Any inheritance of 
blood from red-headed parents makes a negro as sus- 
ceptible to the production of epitheliomata as a fair- 
haired Caucasian. It has been my observation that 
negroes with a sprinkling of red-headed blood are very 
susceptible to epitheliomata and other forms of neo- 
plasms and are likewise poor risks when they have 
acquired them. 


Dr. C. Ferd Lehmann, San Antonio, Tex.—Curettage 
has a wonderful effect if it is used in selected cases 
and if you get all of the growth. But it is not good 
in the hands of a novice. If a man like Dr. Shelmire 
uses it, it is all right; but we should not be too en- 
thusiastic about it or try to capitalize it too much, 
because some one will get into trouble with it. I have 
seen metastasis after a curettage and mercuric nitrate. 


Regarding the types: my experience has been that an 
epithelioma on the side of the neck is resistant to radia- 
tion, and usually belongs in grades 1 and 2. Lip epi- 
theliomas of grades 1 and 2-are an exception to that 
tule and are usually very amenable to radiation. An- 
other thing is that lip epitheliomas remain local for a 
long time. It is not necessary to become radical and 
turn them over to a surgeon, since few of them have 
areas of metastasis. We are not so much afraid of 
them as we formerly were. After radiation, in many 
cases, the palpable glands disappear, indicating that the 
adenopathy commonly is inflammation. 


As to when to turn lesions of the face over to a sur- 
geon: do not wait too long. One of Dr. Shelmire’s 
slides reminds me of a patient who had had ineffective 
early treatment. He had had small doses of x-ray over 
a long period of time. This was a baso-squamous type, 
and when we saw and sent him to a surgeon it was too 
late. The surgeons feel that dermatologists hang on 
to their cases too long before advising surgical removal. 
Any dermatologist should know his limitations in der- 
matological malignancies. Most dermatologists know 
they have a particular field and stay within it. 


Dr. W. E. York, Giddings, Tex—When I commenced 
the practice of medicine in 1894, I knew very little 
about skin diseases and was advised by fellow practi- 
tioners that the prevailing treatment at that time for 
skin cancer usually hastened an untimely end. I was 
advised to let them alone. But as time went on I ob- 
served dire results from letting them alone, and about 
that time the x-ray treatment was giving remarkable 
results. I ordered a static machine and found it to be 
good, but as we had no way then of measuring the dose, 
caution caused us to give the treatment for months 
before a cure was brought about. In 1913, while taking 
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a postgraduate course in New York and taking the skin 
as one of my subjects, I learned to treat skin cancers 
with local treatments of antimony trichloride solution 
(butter of antimony). I used it in the same way that 
Dr. Shelmire uses mercuric nitrate. I have had nearly 
100 per cent good results, though I never undertake 
the treatment of a case in which there is any involve- 
ment of the lymph nodes. At least 60 per cent of my 
cases were in persons not able to go away anywhere 
for treatment and not able to pay for it at home. I 
have never had a case of skin cancer in a negro. 


Dr. Shelmire (closing).—The contention of Dr. Den- 
nie that the infiltration of skin cancers with procaine 
hydrochloride increases the incidence of metastatic le- 
sions is not borne out clinically. In approximately 1,700 
skin malignancies of various types in which we em- 
ployed procaine infiltration, metastases were observed 
in only twelve instances. This incidence is no greater 
than where irradiation alone is employed. However, we 
advocate that the anesthetic be injected beneath and at 
the periphery of the lesion, not directly into the 
growth. 


The point brought out by Dr. Michael that nose and 
ear lesions should receive a minimum amount of irra- 
diation is briefly discussed in my paper. Certainly 
irradiation alone cannot be used on lesions of this type 
and a good cosmetic end result be secured. 


I was glad to hear Dr. Archer, who is strictly a 
radiologist, say that he now advocates removal of 
many of these cutaneous neoplasms before irradiation. 
Fifteen to twenty erythema units at an exposure is 
rather heroic dosage. 


We occasionally irradiate skin cancers before their 
removal, as advocated by Dr. Roussel. Only in rare 
instances have we waited as long as six weeks after 
irradiation before removal of the growth. And this has 
been where irradiation alone was attempted and resolu- 
tion of the lesion was not as rapid as desired. 


The extreme pain spoken of by Dr. Van Studdiford 
in the treatment of hand lesions by irradiation can be 
obviated if the methods of Coutard or Regaud are em- 
ployed. 


The authors agree with Dr. Lehmann that we should 
not wait too long before referring our cases to a sur- 
geon. Many of the patients shown here today in lan- 
tern slides were referred to surgeons for removal of 
their skin malignancy before irradiation was instituted 
by us. When extensive or cosmetic surgery is indi- 
cated we certainly agree that the work should be done 
by a competent surgeon. 


Dr. Howles (closing)—The cases of epithelioma of 
the skin in negroes to which I refer have been in pure- 
blooded negroes, at least to such a degree there is no 
question as to whether they were members of the 
Ethiopian race. I have a number of photographs which 
time does not permit me to show which would defi- 
nitely settle the question that has been brought up by 
the discussors of my paper. I also have had one case 
of -basal cell epithelioma in a negro, with slides and 
photographs to substantiate the findings. 
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THE PATHOLOGY OF AGRANULOCY- 
TOSIS* 
ABSOLUTE GRANULOPENIA 


By Jack C. Norris, M.D.,7 
Atlanta, Georgia 


Roberts and Kracke' believe agranulocytosis 
to be a definite disease entity; and they have 
described the condition as one characterized by 
a bone marrow onset followed by a blood stream 
disturbance with gradual or sudden disappear- 
ance of the granulocytes. In turn appear the 
clinical manifestations such as weakness, fever, 
exhaustion and at times mania and delirium, 
which are followed by septicemia and necrosis, 
hemorrhage and death. 

Kracke* has presented evidence, both theo- 
retical and experimental, which incriminates cer- 
tain drugs related to the benzamines as etiolog- 
ically responsible for the disease. Madison and 
Squier® have reported patients in whom the 
condition was proven to have resulted from tak- 
ing amidopyrine. 

The reports previously made have dealt mainly 
with a general consideration of agranulocytosis 
with emphasis on the clinical and etiological fea- 
tures of the malady. This paper is concerned 
with the pathologic changes observed both in 
living patients and at necropsy. 


Morbidity and Mortality—In this review 76 
cases were studied. There were 60 deaths, a 
mortality of 85 per cent. Forty-one (54 per 
cent) came to necropsy. Thirty-one were males 
and forty-five were females, with an average age 
of forty-one years. Twenty-one patients had 
chronic granulopenia and fifty-five of the group 
were classed as acute types of the disease. The 
acute or chronic status of the malady was de- 
termined according to the length and duration 
of the illness and the number of attacks which 
had occurred. Repeated attacks and a duration 
of more than thirty days of illness suggested 
chronicity. Death in seven days to four weeks 
classified the disease as acute. 


Hematology.—In this study there were only 
fourteen patients with red cells of 4,000,000 or 
more. The erythrocytes averaged 3,090,000 per 
cu. mm. of blood. The hemoglobin was corre- 


*Read in Section on Pathology, Southern Medical Association, 
fe ag a Annual Meeting, San Antonio, Texas, November 
16, 1934 


TDepartment of Pathology, ogy School of Medi- 
cine and Grady Hospital, Atlanta, 
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spondingly low, averaging 64 per cent. Several 
factors influenced erythropenia, such as the du- 
ration and chronicity of illness, hemorrhage and 
infection. Those findings were in accord with 
other reports such as that of Zinninger’s* pa- 
tients whose red cells were reduced from 4,500,- 
000 to 2,100,000 in number. Whitehead? also 
described a patient who had a low erythrocyte 
count. The very acutely ill patients, as a rule, 
had no red cell disturbance. 

The thrombocytes were disturbed, chiefly in 
those patients with hemorrhage or purpura. Only 
a few studies were reported (fourteen) and the 
counts averaged 235,000, though nine had 
thrombopenia. In the hemorrhagic patients it 
was noted that either thrombocytic increases or 
decreases had often occurred following blood 
loss. In one patient the thrombocytes reached 
one million following rectal bleeding, while in 
another instance they were reduced to 52,000.° 
These phenomena are not incompatible with 
other facts peculiar to granulopenia. 


The circulatory leukocytes were depressed in 
every case reviewed, averaging a low figure of 
850. In the majority of instances the neutro- 
phils were entirely absent in the differential 
study, with only lymphocytes remaining. Occa- 
sionally the lymphocytes rose to high figures 
and in one instance they reached 10,000. The 
lowest white blood count reported was 200.’ 
Death usually occurred when the low number of 
granulocytes was reached; however, several pa- 
tients lived long enough to have a restoration 
of neutrophils which usually forestalled exitus, 
and brought improvement to the patient. In 
other patients death occurred even after the 
appearance of the leukocytes in the circulation. 
Zinninger* had a patient whose granulocytes re- 
appeared in the circulation after five days of ab- 
sence. 

It seemed that a white blood count of 2,000 
cells should be a warning of impending trouble 
because of marrow depression, for with this low 
count there may occur a group of symptoms 
such as weakness, fever, sore throat and ulcera- 
tions. 


Skin Manifestations and Hemorrhagic States. 
—Jaundice was the most common skin change 
noted in the review. It was observed in 22 of 
28 per cent of the patients. More often the icte- 
rus was of a mild grade instead of the deep, in- 
tense pigment of other diseases. Petechiae with- 
out particular size or extent were present in 
fifteen patients, and as a rule occurred upon the 
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face and chest. Ten patients with petechiae 
also had positive blood cultures. Purpuric spots 
occurred in eleven people and of those only five 
had positive cultures. 

Hemorrhage occurred in fifteen of the series, 
bleeding most often from the stomach, kidneys, 
vagina, rectum® and throat.® Occasionally hem- 
orrhage occurred from the nose and also from 
the bladder. Seven hemorrhagic patients were 
jaundiced and six had red cell counts below 
3,500,000 and fourteen of the group had a 
marked reduction in hemoglobin, ranging from 
75 to 35 per cent. Occasionally exitus was the 
result of severe and continued bleeding proba- 
bly of a terminal type.® 


Reticuloendothelial and Glandular Systems.— 
Elsewhere in this report are mentioned the vas- 
cular changes, particularly those concerned with 
the thrombotic processes in the smaller capilla- 
ries of the ulcers. Attention is also called to the 
fact that about the vessels collections of round 
and plasma cells may be found. Also one may 
see the small areas of extra capillary hemor- 
rhage, in which the vessels are thin and allow 
rupture and diapedesis into the tissue spaces, 
which indicates a direct effect of a toxin on the 
reticuloendothelium, permitting seepage or rup- 
ture of the vessel wall. 

Enlargement of the spleen occurred in 30 or 
40 per cent of the patients. Extreme enlarge- 
ment was contrary to the usual finding. One 
spleen weighed 1,225 grams.’° The spleens 
were frequently described as moderately firm 
and resistant with little evidence of degenerative 
changes. Occasional infarction was recorded. 
The color of the organ varied at times. It was 
often intensely red and congested, and others 
were noted to be cyanotic or blue in color. His- 
tologically there were reticuloendotheliosis and 
congestion with diminished size of the follicles 
and proliferation of the endothelium. Eighteen 
of the patients with enlarged spleens also had 
organisms in the blood stream and sixteen of 
those were icteric. 

The glands of the cervical and retromandibu- 
lar regions were enlarged in forty-three patients, 
or 57 per cent of the entire group, and as a rule 
those glands were the only ones involved. The 
gland response was rapid and acute and most 
often felt firm and resistant and suppuration 
seldom occurred. The enlargement usually oc- 
curred simultaneously with, or just before, the 
ulcer or tonsillar necrosis. No great amount of 
pain was recorded. Other glands occasionally 
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enlarged were those of the axilla and inguinal 
regions. 


Bone Marrow Studies —The bone marrow fre- 
quently was of a light pink-red color and of thin 
consistency, and dissolved without difficulty in 
normal blood serum. Cellular hypoplasia was 
recorded in twenty-five instances. In eleven pa- 
tients hyperplasia was observed. One patient 
had normal marrow. In thirty-six cases no 
studies were made. The figures on hand indi- 
cate that twice as often as otherwise the mar- 
row is hypoplastic in granulopenia. The marrow 
was consistently described as deficient in cells of 
the myelocytic series to the extent of a practical 
absence of these cells. Lymphocytes were often 
present. The remaining cells showed evidence 
of pathologic changes such as vacuolization of 
cytoplasm, necrobiosis, nuclear shrinkage and 
pyknosis and often there was a tendency to revert 
to early embryonal types. Occasionally strepto- 
cocci!® and B. pyocyaneus were found in the 
marrow.4 Occasionally, although the blood pic- 
ture indicated lack of maturation prior to ex- 
itus, at necropsy it appeared that a sudden mar- 
row regeneration had occurred, yet the tissues 
had been unable to shunt the cells into the cir- 
culation before death. 


Arteriovenous System.—Thirteen patients had 
complicating thrombophlebitis involving the 
veins of the iliac, axillary and low pelvic ves- 


Ulcerative Lesions —The ulcers are unmistak- 
ably a prominent part of the disease process in 
that they occur early and frequently and are 
often widely distributed. Of most importance, 
however, are those concerned with the throat 
and buccal cavity, for those sites are first af- 
fected. In this report ulcers were listed as hav- 
ing occurred on the tonsils in thirty-nine pa- 
tients and in this region they may become so 
severe that the entire tonsil may be destroyed. 
Twenty-nine patients had ulcers on the gum 
margins and elsewhere in the buccal membranes, 
and in thirteen patients the ulcerations were 
only on the pillars and fauces of the cavity. 

Histologically, the ulcers seem to have suc- 
cessive developmental phases.'* First occurs the 
localized hyperemia surrounded by a fading 
hyperemia. Upon this congested area is soon 
implanted a tenacious adherent membrane which 
is lightly elevated, though of thin texture, and 
of variable color, at times white or grey or grey- 
white, green, yellow or pink, and in one in- 
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stance blue-black. At a later stage the mem- 
brane may disappear, leaving a reddened, gran- 
ular, edematous base. More often the membrane 
remains and may change from one color to an- 
other. Study reveals the membrane to be serous, 
containing poorly staining debris and fibrin 
which has become necrotic. Beneath the mem- 
brane bacteria of various types are usually 
found.* The deeper base is covered with a 
thin fibrin fluid in which are enmeshed wan- 
dering cells, lymphocytes and plasma cells. The 
ulcer vessels are thrombotic and about them 
cells may also have collected, though neutrophils 
are invariably absent. 


The ulcers may become extensive after slough- 
ing and erosion occur, and the decomposing ne- 
crotic elements emit a sickening, disagreeable 
odor of a gangrenous nature. 


Abscesses.—Peculiar as it may seem, abscesses 
in agranulocytosis occur frequently and this re- 
view lists them in fourteen patients. The loca- 
tions were variable and surprising, as they oc- 
curred on the foot, the right axilla and thigh, 
the perineum, jaw, rectum, gluteal region, arms, 
prostate and in cervical and inguinal glands. 
The abscesses may be similar histologically to 
those of streptococcic or staphylococcic types, 
and may contain purulent material. They have 
occurred before, during and after the granulo- 
penia. If the leukocytes are absent the color 
changes are significant and they appear red, at 
times cyanotic and edematous and may exten- 
sively necrose, emitting a foul odor. If leuko- 
cytes are circulating, a creamy purulent material 
is present. Zinninger* observed, in one instance, 
the color changes in an abscess, first with a 
pink center and fading zone of hyperemia, sen- 
sitive to touch, later becoming yellow in color 
as the leukocytes returned to the circulation. 


Gastro-intestinal Reactions Ulcers from the 
buccal cavity may be continuous into the deeper 
throat and occur about the glottis and extend 
into the esophagus. In the stomach there is 
congestion of the mucosa and membranes may be 
distributed over the surface. The cavity may 
be dilated and an acid green fluid may be pres- 
ent. The duodenal mucosa is usually very red. 
The small intestine is least involved, though ul- 
cers have been reported.1* The colon and rec- 
tum seem consistently damaged. There is usu- 
ally a peculiar colitis of a congestive, reddened 
nature with irregular-sized ulcers, either recently 
or remotely formed.!* The ulcers are not unlike 
those of the buccal cavity in that they are mem- 
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branous and necrotic. The membranes are tena- 
ciously adherent and much mucus is present, 
In this review ulcers were found in the ileum, 
colon and rectum in twelve patients. 


Heart and Pericardium.—Here the pathology 
is entirely of a secondary toxic nature except in 
an occasional instance in which early valve dam- 
age has occurred from septicemia. The peri- 
cardial fluid is increased, yet may be pink-red 
because of numerous epicardial petechiae. Ad- 
hesions are rarely found. The cases reviewed 
showed toxic myocarditis of cloudy swelling in 
fourteen patients. There is dilatation of the 
right and left cavities with slight softening of 
the muscle. The muscle may be blue-red and 
cyanotic. The valves have been observed to be 
fiery red in color with thin fibrinous exudates, 
but no vegetations, and the process seems simi- 
lar to that seen in heart valves of patients dead 
from tetanus. The coronary vessels and aorta 
are not primarily damaged. Histologically, 
cloudy swelling is the common finding. 


Liver—More often the liver is enlarged by 
cloudy swelling and congestion. In the review 
enlargement occurred in twenty-nine instances. 
There is no specific or characteristic color 
change, although light yellow areas of a fatty 
nature may be distributed throughout the paren- 
chyma. Usually the organ is very firm in con- 
trast to the acute yellow atrophies which often 
cause an extreme softening and size reduction. 
The gallbladder is not often affected. Histo- 
logically, the agranulocytic liver reveals areas of 
fatty degeneration, increased bilirubin content, 
and a diffuse albuminous swelling of the liver 
cells. The sinusoids are often compressed and 
may be swollen and congested. Lymphocytes 
may be present. Areas of focal necrosis may be 
numerous.® 


Kidneys Albumin was present in the urine 
of thirty-five patients, or 50 per cent of the 
group. Occasionally casts were found. Grossly, 
the organs are swollen and firm and sections 
show albuminous degeneration of the tubular 
cells with congestion and swelling of the glom- 
eruli. If sepsis has resulted from effects of bac- 
teria, the blood vessels may be thrombosed. 
Abscesses are rarely present. The pelves are 
not diseased, though hemorrhages may be pres- 
ent if hemorrhagic terminus has occurred."! The 
adrenals show moderate cloudy swelling, at 
times hemorrhage, and almost always an in- 
crease in brownish liquefaction, with occasional 
areas of focal necrosis.° 
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The pelvic organs in either male or female 
show no remarkable changes that need discus- 
sion or description. In one woman who had 
terminal hemorrhage there were multiple follicu- 
lar hemorrhages; in another tube-ovarian con- 
gestion was marked. The urinary bladder may 
show extreme congestion and redness, and mem- 
branous ulcers have been described. 


Blood Cultures—Various organisms were cul- 
tured from the blood, suggesting that bacteria 
played only a secondary, yet serious role in gran- 
ulopenia. Of the organisms cultured, hemolytic 
streptococci were found in eight patients. 
Twenty-seven patients had positive blood stream 
cultures, and of these, pneumocccci, B. pyocy- 
neus, staphylococci, colon bacilli, paratyphoid 
and gas bacilli and streptococci were the more 
common varieties. The organisms were usually 
present in the terminal stages of the disease and 
seldom cultured in the early phases. There may 
be a correlation of the organisms with general 
sepsis, jaundice, splenic enlargement and red 
cell reduction, as it is mentioned elsewhere that 
positive cultures were usually present in pa- 
tients with the above mentioned phenomena. 

Cause of Exitus——As a rule death in granulo- 
penia seems to result from two concurrent proc- 
esses, one the absence of leukccytes,’ and the 
other the marked effects of a profound toxemia 
of a septic type. These two associated condi- 
tions place the tissues in a defenseless state 
which permits various terminal events to occur. 
In the series reviewed death was in more than 
forty instances ascribed to “sepsis.’”’ Pneumonia 
is an important terminal factor in the disease, 
having occurred in eleven patients. Broncho- 
pneumonia was reported in two patients. The 
pneumonic process is peculiar in type, especially 
from a histological viewpoint, as the alveoli are 
seen to be occluded by a fibrinous exudate, se- 
rum and red blood cells. Inasmuch as the leu- 
kocytes are absent, the color changes are absent 
except for the blue-red color to the cut surface 
of the lung. The trachea and bronchi usually 
contain frothy fluid and the mucous membrane 
is very red and exudative. Occasionally, lung 
infarction has been observed and gangrene with 
ulceration has resulted. The pleural membranes 
are often hypersecretory and petechiae may be 
present. 

The heart is usually affected by right-side 
dilatation, cyanosis and softening which predis- 
poses to pulmonary stasis. 
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Other factors at death are endocarditis, gen- 
eral ecchymoses and hemorrhage. 


The cerebrospinal system has been neglected 
almost entirely, as little work has been reported 
thereon. There must be changes in the brain 
that are important as suggested by the weak- 
ness and peculiar emotional reactions, such as 
muttering, delirium and coma. 


Very little study has been made concerning 
the retention products of the blood and tissues. 
Thomas and Service!® reported the retention 
preducts as normal with the exception of cho- 
lesterol and calcium which were reduced in 
quantity. 

The following gross autopsy findings of a 
typical fulminating acute case of agranulocytosis 
are presented: 


The body of M. L.* was that of a well developed 
and well nourished woman, aged 48 years. Rigor mor- 
tis was present. There was no edema of the extremi- 
ties. The head was covered with a good growth of 
light brown and grey hairs. The pupils were extremely 
dilated and measured 8 mm. There were two small 
petechial hemorrhages on the inner margins of the 
conjunctivae. On the forehead were two small pe- 
techiae. The lips had a grade two herpes. An ele- 
vated abrasion which measured 4 mm., slightly red in 
character, was present on the upper left lip. Another 
small dome-shaped papular lesion was present on the 
chin. It had a red center with a fading peripheral 
zone of moderate redness. No pus could be expressed 
from it. The oral cavity could not be investigated due 
to an extreme rigor mortis, yet opening was sufficient 
to allow the escape of a considerable quantity of light 
green fluid which had an acid-like odor. On the other 
surfaces of the body lividity was marked; particularly 
was this true concerning the regions about the neck, 
shoulders and buttocks. The extremities had innumer- 
able scattered reddish areas which were prone to be- 
come confluent. On the right arm 3 inches from the 
elbow there was a large hemorrhagic area which meas- 
ured 2 cm. It had an intensely red peripheral zone 
and a pink center. One got the impression that this 
had previously been a blister which had ruptured. The 
breasts were of equal size and were atrophic. The 
mucous membranes were extremely pale. The labia 
showed moderate congestion. The hymen was intact. 
There was a slight vaginal discharge. 


Buccal Cavity and Glands (From Chart) .—There 
were gangrenous ulcers on the tonsils with general 
hyperemia. The retromandibular glands were enlarged. 


Thoracic Cavity—The epicardial surfaces showed 
considerable fat in which the peripheral vessels stood out 
prominently. The left pleural cavity contained about 
15 c. c. of amber fluid. There were no adhesions. The 
right pleural cavity had a few fibrinous adhesions at 
the base, and there were also about 30 c. c. of fluid 
similar to that found in the left cavity. The lungs 
were removed attached and an examination of the tra- 


*Patient of Dr. Stewart Roberts. 
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chea and right and left bronchi showed both to be 
filled with red, frothy fluid. The membranes of the 
bronchi were extremely red and congested, suggesting 
an acute reaction. The tracheobronchial glands were 
highly pigmented, but not necessarily enlarged. The 
left lung had considerable anthracotic pigment. The 
lower lobe was blue-red in color and was filled with 
a sticky fluid which poured from the alveoli when the 
lung was pressed. There was an old healed and calci- 
fied tuberculoma in the middle portion of the lower 
lobe. The right lung was similar to the left except 
that the process described above seemed more exag- 
gerated. The lungs together weighed 1,120 grams. 


The thymus had sufficiently atrophied until but a 
shred remained. 

The heart seemed small and very soft. The right 
side was flabby and dilated. The left musculature was 
somewhat thin. The right and left atria were dilated. 
The musculature of the heart in general was very 
cyanotic and the surface vessels had a peculiar con- 
gestion characterized by extreme redness with a blue 
periphery. The valve measurements were as follows: 
tricuspid valve, 12 cm.; mitral valve, 10 cm.; aortic 
valve, 5 cm.; pulmonic valve, 7 cm. The valves were 
red in color and fibrinous exudates were present. There 
were no vegetations. The aorta was smooth and yellow. 
The coronaries were open and showed nothing more 
than a slight sclerosis at the ostia. The pericardium 
contained an increased quantity of slightly cloudy fluid. 


Peritoneal Cavity—The omentum was very fat. The 
edges were congested. The mesenteric nodes were not 
enlarged. There were no obstructions. The intestines 
in general were distended with fluid and there was a 
moderate relaxation suggesting paralysis. The peritoneal 
surfaces showed a generalized redness. There were no 
adhesions of significance and the surfaces were moist. 

Within the colon there were present innumerable 
areas of redness which tended to be definitely sepa- 
rated. The borders of these areas were irregular. There 
was no evidence of ulceration. The surfaces were cov- 
ered with a white semi-tenacious membrane which could 
be scraped away with difficulty. There was consider- 
able mucus. The impression gained was that this proc- 
ess was a recent one; whether these areas would have 
later become ulcers was purely conjectural. The pan- 
creas was very firm and resistant and showed no changes 
of significance. 

The stomach was extremely enlarged and contained a 
quantity of green fluid. The mucous membranes showed 
some postmortem digestion. 


The spleen was enlarged, weighing 200 grams, and was 
moderately softened. Cut surface showed areas of ex- 
treme congestion with the corpuscular areas hyperplastic 
and grey. The vessels were larger than usual and 
seemed dilated. 

The liver weighed 2,500 grams. It was in an extreme 
state of cloudy swelling, being of a light clay color. 
There were scattered areas of even a lighter texture, 
which presumably represented a fatty change. The bile 
ducts were open and there were no adhesions about the 
gallbladder; neither were there stones. 

The kidneys were larger than usual and weighed 175 
grams each. The cortex stripped easily, leaving a 
smooth surface. There was extreme congestion around 
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the pyramids characterized by a reddened zone. There 
was no pus in the pelves, but considerable infiltrating 
fat. The adrenals were normal in size, but were firmer 
than usual and the cut surfaces showed a considerable 
brown fluid, suggesting more liquefaction than is usu- 
ally found. 

The uterus was of normal size. There was a slight 
flexion over to the left. The tubes showed a symmet- 
rical diffuse redness associated with an edema. The 
ovaries were extremely large and many small cysts were 
present. 

The bone marrow was of a light pink brown color, 
There seemed more fluid than is usually found, giving 
rise to liquefaction. The marrow dissolved rapidly in 


blood serum. Extreme hypoplasia of myeloid cells was 
observed. 


Blood cultures—Aerobic, broth cultures showed a 
pure growth of hemolytic streptococci. Anaerobic cul- 
tures revealed streptococci and gas bacilli. The gas 
bacilli were not present in the aerobic cultures, which 
suggests that these organisms must be of the welchi 
group. 

No granulocytes were pfesent in the blood. 

The anatomical diagnosis was: 

(1) Agranulocytosis. 
(2) Streptococcic and gas bacillus septicemia. 
(a) Skin and mucous membrane petechiae. 
(b) Skin blisters and herpes labialis. 
(c) Bone marrow liquefaction and hypoplasia. 
(d) Toxic myocarditis and valvulitis with extreme 
muscle damage and cardiac dilatation. 
(e) Bilateral tracheobronchitis. 
(f) Bilateral extreme pulmonary edema. 
(g) Healed tuberculosis, left lung. 
(h) Dilatation of the stomach; diffuse enteroco- 
litis. 
(i) Toxic hepatitis, splenitis and nephritis. 
(j) Bilateral tubo-ovarian congestion with multiple 
cysts on ovaries. 


SUMMARY 


A review of 76 cases, of which 54 came to 
necropsy, indicates the pathologic lesions usually 
seen in agranulocytosis to be as follows: bone 
marrow hypoplasia, profound neutropenia, sec- 
ondary anemia in chronic cases, thrombocyto- 
penia, jaundice and hemorrhages, glandular and 
splenic enlargement, ulcerations of buccal cavity 
and various parts of the intestinal tract, and of- 
ten thrombosis of the small arterioles. 

The complicating pathologic findings are ab- 
scesses, thrombophlebitis, septicemia, terminal 
hemorrhage, granulopenic pneumonia, either lo- 
bar or bronchial type, and toxic, degenerative 
changes in the brain, heart, liver, adrenals and 
kidneys. 

It might be stated that the disease is most 
often fulminant in character with the organs suf- 
fering most severely from infection and general 
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disintegration of necrosing tissues, all of which 
may obscure the fundamental disease process. 
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ELECTROSURGERY IN LARYNGEAL AND 
PHARYNGEAL TUBERCULOSIS* 


By G. H. B. Terry, M.D., 
Oteen, North Carolina 


At the Richmond meeting last year, I had the 
pleasure of reading a paper before the Section 
on “Upper Respiratory Tuberculous Complica- 
tions of Pulmonary Tuberculosis.” In this pa- 
per I mentioned the fact that I had operated 
upon two patients with pharyngeal tuberculosis 
with better results than with any previous treat- 
ment. The operation consisted of partial ex- 
cision and cauterization of the affected area with 
the high frequency electric current. I stated 
that I would continue to use it in pharyngeal 
lesions and suggested that it was worthy of a 
trial in laryngeal tuberculosis. I now have a 
series of 10 cases of pharyngeal tuberculosis and 
12 cases of laryngeal tuberculosis, operated upon 
by this method, the results of which I wish to 
report at this time. 


Case 1.—This patient, who had been in the hospital 
for some time under treatment for pulmonary tubercu- 
losis, developed a very painful ulceration of each tonsil. 
These ulcerations became very deep, extending nearly 
through the substance of the tonsils. His Wassermann 
was negative and his larynx showed no evidence of 
tuberculosis. At first we were not inclined to consider 
the tonsil lesions as tuberculous, as it is exceedingly 
rare to have pharyngeal lesions before the larynx is 
invaded. The lesions, however, soon showed tubercles 
on the margins and the etiology was clear. Realizing 
that tuberculosis in this area is of such grave import 
that many prominent laryngologists have stated that 


*Read in Clinical Session, Texas Ophthalmological and Oto- 
laryngological Society, meeting conjointly with Southern Medical 
Association, Twenty-Eighth Annual Meeting, San Antonio, Texas, 
November 13-16, 1934. 

*Published with the permission of the Medical Director of the 
U. S. Veterans’ Administration, who assumes no responsibility 
for the opinions expressed or for the conclusions drawn by the 
writer. 


*From the Veterans’ Administration Facility. 
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they have never seen a case which recovered, we deter- 
mined to try a new treatment. We told the patient 
that it was an experiment, that we had never done the 
operation, that we never had heard of its being done, 
and that there was no reference to it in Kelly and 
Ward’s splendid work on electrosurgery. He said that 
he was ready to try anything. Under cocaine anesthesia 
we then cut away as much of the ulcerated tissue as we 
could get with the electric scalpel and went over the 
area with the spark, having shifted from the cutting 
current to the coagulating current. This operation was 
done January 14, 1933. By February 2, 1933, the area 
appeared to be completely healed and the patient stated 
that the pain was practically gone. Laboratory exami- 
nation of tissue removed confirmed our diagnosis of 
tuberculosis. About two weeks later a new lesion was 
seen on the soft palate. The patient was then too ill 
for further operative procedures, having developed in- 
testinal tuberculosis as a complication of his pulmonary 
lesion. From this he died on March 3, 1933. His 
throat, however, never gave him serious trouble at any 
time after the operation, the slight pain that he had 
being readily relieved by small amounts of a local anes- 
thetic. Microscopic examination of the larynx at au- 
topsy showed some tuberculous involvement of the epi- 
glottis. This, in the opinion of the pathologist, was a 
late complication. 


The interesting features of this case are: 


(1) Extensive pharyngeal tuberculosis preced- 
ing laryngeal involvement. 


(2) The marked relief from pain and the com- 
plete (though temporary) healing of the lesion. 

(3) The fact that it is, as far as I know, the 
first reported case of pharyngeal tuberculosis 
treated by electrosurgery.* 


Case 2.—This patient entered the hospital January 6, 
1933, with pulmonary tuberculosis, far advanced, active 
“B.” He had, in addition, laryngeal tuberculosis of at 
least two months’ duration. February 4, 1933, ulcera- 
tion had developed on the epiglottis. On this date, 
also on March 18, April 15 and August 8, cauterization 
was done by the usual method, with at first some relief 
from the pain. September 2, his laryngeal condition was 
worse. Epiglottis, arytenoids, vocal bands and _ inter- 
vening structures and posterior pharyngeal wall were 
involved. The patient was morose, sullen, depressed 
and had become a bad actor generally. October 17, 
cauterization was repeated. . 

In spite of this his tuberculosis had extended until 
he had an enormous ulcer on the posterior wall and 
ulcerations of each tonsil. On November 22, and again 
on January 3, 1934, high frequency electrosurgery was 
substituted for thermocautery, with the result that by 
February 3 his pain had ceased and the pharyngeal 
lesions had entirely healed. He became hopeful, happy 
and cooperative. Soon after this, on account of business 
difficulties in the family, he left the hospital and we 


*Dr. J. H. Foster, of Houston, Texas, has informed the author 
that previous to this time he had operated upon a few cases of 
tuberculosis of the throat by this method. His associate, Dr. J. 
M. Robinson, had used the same method in several cases. Their 
results have been excellent. They, however, have never published 
a report of these cases, and I, of course, was unaware of them 


when I began to operate by this method. 
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have not been able to get in touch with him to ascer- 
tain his present condition. 


This patient secured complete healing from 
two treatments by electrosurgery when five treat- 
ments by thermocautery had failed to halt 
progress of the ulceration. The deep laryngeal 
lesions were wonderfully improved in spite of 
the fact that all the surgery was done in the 
pharynx, except that on January 3 some sparks 
were directed to the rim of the epiglottis. We 
had no laryngeal electrode at this time, and 
went as far as we could with the equipment that 
came with the machine. 


Case 3—This patient entered the hospital October 4, 
1933, with a history of laryngeal symptoms for eight 
months. The epiglottis showed the characteristic thick- 
ening. Pain soon became so severe that morphia was 
required and by October 24 the tuberculous process 
had invaded the soft palate and tonsil pillars, the most 
dangerous region of the whole upper respiratory tract. 
The next day the high frequency current was used on 
the pharyngeal lesions. The patient was to report eight 
days later for treatment of the epiglottis. He was ex- 
amined again at that time, November 2, and much to 
our surprise the swelling of the epiglottis had subsided, 
the pharyngeal lesions were healing and the pain had 
decidedly improved. By December 2, healing of the 
pharyngeal lesions was complete and the patient was 
free from pain. He remained free from throat symp- 
toms until the time of his death, which occurred on 
May 5, 1934. 


These two patients with blood laryngeal and 
pharyngeal tuberculosis having done so much 
better under electrosurgery than could have been 
expected from thermocautery, or any other treat- 
ment, we determined to attempt the treatment 
on the larynx. We were unable to secure a 
laryngeal electrode, so our electrician made one, 
which, while too bulky to use deep in the larynx, 
was suitable for treating the painful lesions of 
the epiglottis. 

One of our first laryngeal cases will serve as 
an illustration. 

The patient entered the hospital March 19 of this 
year with a history of hoarseness and odynphagia of 
three months’ duration. Examination showed the epi- 
glottis enormously swollen and ulcerated, and the aryte- 
noids were edematous. On March 23, the epiglottis was 
well seared with the high frequency current. Six days 
later the ulcerations had begun to heal and pain was 
much decreased. In less than a month pain had en- 
tirely disappeared. No further treatment has been nec- 
essary and the patient has had no throat symptoms for 
over five months. 


It is not to be inferred that all cases will have 
so favorable an outcome. Laryngeal and pharyn- 
geal tuberculosis are practically always compli- 
cations of pulmonary tuberculosis and usually 
far advanced pulmonary tuberculosis, and many 
of these are prone to develop intestinal lesions 
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as well. Some of our patients have had so little 
resistance that their throat lesions have had no 
permanent benefit from this treatment, but all 
of them have had at least temporary relief; 
many have had marked relief and a considerable 
number have had complete and lasting relief. 

We have averaged over fifty cases of tubercu- 
losis of the throat at all times for over nine 
years, and I have been an enthusiastic advocate 
of thermocautery and have used it on hundreds 
of patients. The number of patients in which 
I have substituted electrocautery is only 22. 
The results, however, have been little less than 
marvelous and my purpose in presenting this re- 
port today is to encourage any of you who may 
have an electrosurgical unit available to use it 
on your next case of tuberculosis of the throat. 
It is true that most of these patients with pha- 
ryngeal lesions are terminal cases and the healing 
of the throat lesion will not save their lives. 
You can, however, prolong their lives, enable 
them to take food and save them from the ex- 
cruciating pain that would otherwise be inevit- 
able. 

The laryngeal cases not already doomed by 
the extent of their pulmonary tuberculosis have, 
many of them, had their lives saved by the use 
of thermocautery. We believe that a still larger 


percentage will be saved by the use of high fre- 
quency electrosurgery. 


HOME DELIVERIES* 


By Merte E. Situ, M.D., 
America, Alabama 


Home deliveries must be made as simple as 
possible in order to conform to the amount of 
equipment that we can bring into the home, the 
help that is available and the surroundings in 
which the labor takes place. The principles re- 
main the same as though the patient is being 
delivered in the best of hospitals. Unless the 
practitioner is fortunate enough to have a ca- 
pable nurse, he must pay particular attention to 
those details of preparation and after-care that 
he ordinarily takes for granted in the well- 
ordered institution. Upon the attendant rests 
the full responsibility for the successful outcome 
of the delivery. It is the purpose of this paper 
to discuss parts of the preparation and delivery 
that are not encountered when these cases are 


*Read in Section on Obstetrics, Southern Medical Association, 
Fyenty Eighth Annual Meeting, San Antonio, Texas, November 
-16, 1934, 
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hospitalized and to emphasize those points that 
assume more than minor importance when the 
patient is delivered in the home. 


There are five factors in the conduct of deliv- 
eries that must be reckoned with: first, the at- 
tendant; second, the proper preparation of the 
armamentarium; third, the prenatal care: 
fourth, the delivery; and fifth, the postnatal 
care. Deficiency in any one of these factors 
may still allow a delivery that is satisfactory to 
the patient, but our own satisfaction should be 
lacking unless we give our patient our best. 

Although 90 per cent of our patients will de- 
liver without help, we can do a great deal to 
relieve the patient’s suffering. And so the gen- 
eral practitioner remains the most important 
factor in obstetrics. Seventy per cent of all the 
deliveries are in his hands in this country.!. He 
should be the real leader of obstetrical progress.” 
Operative measures that are not safe for the 
average general practitioner are not safe for 
either the mother or child, or both, and should 
not be used in the home. Home obstetrics de- 
mands initiative, patience, skill and courage. 
The attendant must be willing to spend hours 
with his patient and his training must be ade- 
quate, as he has two lives dependent upon his 
care. He must be a man who is interested in 
his work and not a seeker after fees. Believe 
me, for the time put in and the anxiety encoun- 
tered, not to mention the untimely hours of 
call, home obstetrics in the average practice is 
the poorest paid work that a man can do. How- 
ever, the satisfaction of a live, healthy baby, and 
a mother who has had her strength and physical 
condition conserved by proper care are worth 
more than a few dollars. The obstetrician should 
not only keep up with current literature, but 
should attend a refresher course at frequent in- 
tervals. Those being given under the auspices 
of the Department of Labor are very valuable. 
After the patient commences to labor the doctor 
should give her all the time that is necessary, 
staying for hours if the safe conduct of the case 
demands it. If.things do not go so well as was 
expected, call in a colleague for consultation or 
to give the anesthetic if an operative procedure 
is necessary. The strain of instructing a lay- 
man in the manner of giving the ether and at 
the same time watching the patient and apply- 
ing forceps, or doing a version, is too great a 
risk for one man to undertake unless help is not 
available and the life of the mother is dependent 
upon instant action. Your patient will have 
more confidence in your ability and your interest 
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in her welfare if you secure help when it is 
needed. 


No matter how much knowledge a man may 
possess, it is of little importance unless the nec- 
essary equipment is at hand to put it into 
practice. The obstetrician must bring into the 
labor room all the equipment that he intends to 
use. Each of us will have special equipment 
that suits our requirements and different meth- 
ods of putting into practice our knowledge. In 
my own practice I find it best to bring all the 
linen, instruments and supplies into the home 
rather than to depend upon the patient or her 
people. 

The linen bundle contains two sheets, one pair 
of boots, one operating gown, four towels, one 
roll of wide bandage (to be used as a binder for 
the baby), cord tie, six perineal pads and about 
twenty sponges. This linen is wrapped com- 
pactly in a sheet and then in two layers of 
brown paper as a further protection against 
contamination. This bundle may be sterilized 
at the hospital, or as is usually more convenient, 
in an ordinary 25-quart pressure cooker. A 
steam pressure of fifteen to twenty pounds main- 
tained for one hour is sufficient to sterilize the 
bundle. If not used within three weeks the 
bundle should be re-sterilized. The number of 
such bundles that a man must have will depend 
upon the number of cases that he attends and 
how soon he can have the linen washed and 
sterilized. McNabb and Smith*® have sterilized 
linen in an ordinary hot air oven by maintaining 
a temperature of 300 degrees, as shown on an 
accurate thermometer, for two hours. They 
then wrapped the bundle in brown paper that 
had been slowly ironed with a hot iron. Re- 
sterilization is recommended by them in two 
weeks. 

In the bag is carried a copper instrument ster- 
ilizer with a tight-fitting lid so that the instru- 
ments can be sterilized before going to the case 
and kept sterile until needed. This sterilizer 
contains two hemostats, tissue forceps, needle 
carrier, needles, scissors, placenta or sponge 
forceps, vaginal speculum and catheters. These 
are the minimum requirements, other instru- 
ments being added if it is felt that they may be 
needed. There are also available in the general 
practice bag two hemostats, scissors and needles. 
The remaining contents of the bag are: open an- 
esthetic mask (folding type), ether, chloroform, 
tincture green soap, lysol, olive oil, 1 per cent 
procaine hydrochloride, alcohol, ampoules of sil- 
ver nitrate 1 per cent, pituitrin, 50 per cent mag- 


nesium sulphate, 10 c. c. syringe and needles, 
sterile gloves (3 pairs), baby scales, extra cord 
tie, cap, masks, extra sterile sponges, two sterile 
towels, uterine pack, sterile cotton, two small 
basins, hand brush, vaseline, straps, catheters 
with mucous trap for clearing the baby’s throat, 
ergotin pills grains 1, sodium iso-amyl-ethy] bar- 
biturate grains iss, phenobarbital grains iss and 
capsules of acetyl salicylic acid grains 10 with 
codeine grain ss. 


As a great deal of rural work is done in dark 
corners with insufficient electric illumination or 
by flickering lamp light, a piece of additional 
equipment that has proven useful is a_ head 
lamp, such as is sold in any sporting goods 
store. This lamp uses ordinary flashlight bat- 
teries which may be worn in a container strapped 
to the waist. The light can be turned on or off 
through the gown and is always ready when 
needed. It is especially valuable in suturing 
lacerations. An infant resuscitation outfit using 
a small tank of 5 per cent carbon dioxide and 
95 per cent oxygen and a liter of 5 per cent 
glucose are carried in the automobile, where they 
are left unless their use is indicated. When a 
premature delivery is expected there are avail- 
able at the office hot water bottles, heating pad, 
oxygen tent and incubator. 


The best means that we have of practicing 
preventive obstetrics is prenatal care and we 
should urge all our patients to come to us. 
While it is not 100 per cent effective, adequate 
prenatal care will lower our maternal mortality. 
During the past year I have signed two death 
certficates for maternal deaths. The first was 
an attempted abortion; the mother injected some 
fluid and probably air into the womb and died 
instantly. The second patient called me about 
five months prior to delivery to treat a mercu- 
rial stomatitis, due to an overdose of calomel 
which she had taken to abort herself. The next 
call came when she was in labor; the baby was 
successfully delivered after she had had three 
convulsions. She died about two hours post- 
partum. I believe that proper prenatal care 
would have saved her. If a woman expects us 
to deliver her in the home we are entitled to 
the knowledge that can be derived from pre- 
natal care, and we must insist that she come 
to us in the first months of pregnancy. One 
should not be disappointed if the patients are 
slow to take advantage of their opportunities. 
It is only after four years of insisting that I 
can begin to see results in my own practice. 
But when the patient comes in, be sure to give 
her a thorough examination and show her that 
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you have a clear conception of proper prenatal 
care or she may not return. We must pay par- 
ticular attention to foci of infection as factors 
in puerperal sepsis. Any woman early in preg- 
nancy can have her teeth put in good condition 
and her tonsils removed if she is given a little 
care. The patient should be weighed at regular 
intervals. A gain in weight of over twenty-five 
pounds is an indication of a predisposition to 
toxemia.t McCord says: 

“Jf only one instrument were available in the pre- 
natal period, my choice would be scales.” 

In taking the regular blood pressure deter- 
minations the diastolic should be watched. It 
may commence to rise before the systolic and 
valuable time may be gained in treating the pa- 
tient if one observes it. The urinalysis should 
be complete. We often fail to secure timely 
information if only the presence of albumin is 
determined. 

While carrying the patient through the ante- 
natal period we should study her background, 
her history, her physical condition and her reac- 
tions in order to plan the method to be used to 
bring her through the delivery with the least 
pain and the greatest safety for mother and 
child. Most patients nowadays demand some 
relief from pain. There is no one hundred per 
cent safe way of eliminating all pain, but we 
should select a method of analgesia best suited 
to our patients in their homes. In the first 
stages, and if delivery is not expected within 
three hours, we give either pantopon grains 1/3 
or morphine sulphate grains 1/6 with 3/100 
of scopolamine in conjunction with 2 c. c. of 
50 per cent magnesium sulphate. The patient 
is then given three grains of sodium iso-amyl- 
ethyl barbiturate whenever the analgesia seems 
to be wearing off until the second stage is 
reached. During the second stage chloroform 
is given a few drops at a time with the pains 
for analgesia. If the pains and progress are not 
satisfactory and it is felt that deep anesthesia 
may be needed ether is used, as it is much safer. 
The patient must not be allowed to bear down 
until full dilatation and effacement are present. 
If the neighbors insist on trying to run the de- 
livery it is better to keep them busy out of the 
way or to send them home. 

Upon arriving at the home the patient is 
shaved,® a cleansing enema is given, the bladder 
Is catheterized if this is needed, and it is seen 
that instructions for preparing the bed have been 
followed. The temperature and blood pressure 
are taken. It may be quite comforting later to 
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know that our patient had a rise in tem- 
perature before we touched her and at the same 
time we are warned to be more careful and 
conservative in our manipulations and examina- 
tions. Now the abdomen is palpated so that 
the position of the baby can be determined, the 
fetal heart sounds are located and counted as 
is also the mother’s pulse. While it may be 
difficult to determine the position by abdominal 
palpation at first, if the patient is examined each 
time she comes into the office it is not difficult 
to become proficient. If we are merely inter- 
ested in the amount of dilatation a rectal ex- 
amination will suffice, but if we are determining 
the progress of the head we must do a vaginal 
examination. First cleanse the outlet with the 
lysol solution and do not do many internal ex- 
aminations. It is also a good idea to use green 
soap as a lubricant. Personally I cannot tell 
much more from a vaginal examination than 
from a combined rectal and abdominal palpa- 
tion. I have heard older practitioners say that 
they had to get hold of an ear to make a diag- 
nosis of position. 

After the position of the baby has been de- 
termined, the condition of the baby and mother 
ascertained and the rate and depth of the pains 
have been watched for a time, we can couple 
this information with the knowledge that we 
have gained from our prenatal care and esti- 
mate the situation. By doing this we can come 
to the decision to use the plan that we have 
already made for the delivery in this case or we 
can make any modifications that may be neces- 
sary. 

For the delivery the patient is placed across 
the bed, hips on the edge, board under the mat- 
tress to give stability, feet supported in two 
chairs, the floor is covered with newspapers and 
straps with handles attached are looped over 
the bed rails, giving her something to hold to 
besides the operator. The linen is not draped 
over the patient until the delivery appears immi- 
nent. If we drape the patient too soon our linen 
will become “dirty” or we shall be more in- 
clined to institute operative procedures in order 
to save the sterilization. The operator can sit 
in one of the chairs and watch the progress 
of the labor by noticing the bulging of the peri- 
neum and the flattening of the abdomen. Al- 
though we start out with an aseptic delivery, 
the longer the patient takes the more contami- 
nated will become our hands and equipment, 
so that we should practice antisepsis at all 
times. The wearing of masks and the frequent 
washing of the gloved hands in lysol solution 
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(teaspoonful to a quart of warm water) are ex- 
cellent precautions. After the cord has been 
clamped and cut the baby is wrapped in a sterile 
towel, placed in a blanket and handed to some 
one in the room with instructions to keep it 
warm. Full attention can then be given to the 
mother. One c. c. of pituitrin is given imme- 
diately and the placenta is expressed as soon as 
it has separated. Sterile pads are then applied 
to he perineum. 


Attention is now turned to the baby, the cord 
is ligated and olive oil is applied to the baby’s 
skin. I prefer not to bathe the baby during 
the first twelve to twenty-four hours, believing 
that the warmer it is kept the better its chance 
of living. Silver nitrate 1 per cent is instilled 
into the eyes and, if it is a female child, into 
the vulva. If the baby is a boy an attempt is 
made to push the prepuce back. Occasionally it 
can be stretched with a hemostat. This proce- 
dure will often save a circumcision. 


Postpartum care is very important, as we can- 
not get back to our patient at a moment’s no- 
tice, or give orders to the nurse over the tele- 
phone. To help prevent postpartum hemorrhage 
ergotin pills grains 1 are given at intervals of 
one, three, six, ten, fifteen and twenty-one hours 
after the delivery. The patient and her husband 
are made to feel the firm womb and instructed 
to massage gently the abdomen if bleeding oc- 
curs until the same firm mass can be felt. For 
after-pains codeine grain ss and acetyl salicylic 
acid grains x are left to be used as needed. 
The patient is not left until one hour after the 
delivery, and the firmness of the uterus is 
checked before leaving. 


Vaginal repairs are made immediately after 
the placenta has been expressed, normally under 
local anesthesia unless the patient has been an- 
esthetized. If only a few sutures are necessary, 
they can be taken with only a small amount of 
pain by passing the needle up through the skin 
from the underside and then rethreading the nee- 
dle and repeating the operation on the other 
side. If local anesthesia is used the sutures 
should be tied a little tighter than usual, as the 
tissues are swollen to some extent by the anes- 
thetic. Cervical repairs are not done until the 
eighth day and if they are small ones they are 
left to be cauterized when the patient comes to 
the office instead of being sutured. 

The patient is allowed her regular diet. She 
remains in bed at least ¢ight days unless there 
have been extensive lacerations, and is allowed 
to walk on the tenth day. Lysol is left and the 
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patient is instructed to use it in solution after 
defecation or voiding. Return calls are made 
on the first, third, fifth and tenth days post- 
partum in normal cases and oftener when indi- 
cated. At the last visit the patient is asked to 
come to the office in twelve days, when she is 
given another complete examination. 


CONCLUSIONS 


(1) The home obstetrician is usually isolated 
and must take all initative and responsibility, 


(2) In order to do his best work the attend- 
ant must furnish his own armamentarium and 
not depend upon the patient. 


(3) He must not bring into the home more 
infection than is already there. 


(4) He must practice preventive obstetrics. 
(5) He must practice clean obstetrics. 
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DISCUSSION (Abstract) 


Dr. R. M. Anderson, Shawnee, Okla—For several 
years I have not delivered any primipara in the home, 
and at this time I am delivering very few multiparas. 
We should not forget the extra responsibilities to both 
mother and child when we accept these home deliveries. 

I am very much impressed with the preparation Dr. 
Smith makes in his work and with his complete set-up 
for home deliveries. I cannot see why he cannot put 
Dr. Dafoe in the shade with his quintuplets. I believe 
I cannot add anything to his bundle unless it is that I 
put into mine about one dozen sheets of newspaper to 
be removed as they become soiled one by one. And 
also I take with me a sterilized water-proof sheet, to 
protect the bed linen. In normal deliveries I do not place 
my patient across the bed, but leave her lying com- 
fortably near the edge. I drape my own patient and 
clean her up after the delivery, even if I have a trained 
nurse. I feel that they have not been trained for the 
preparations which I want in the home. Like Dr. 
Smith, I do not drape them until just before delivery. 
I use wet gloves, so do not sterilize them until I get 
into the home. 

For the resuscitation of the baby I use alpha-lobeline 
after the usual methods fail. 

For prenatal care, I take my measurements at the 
time of the patient’s first visit. When I find a woman 
with short bones making up her frame-work, I look 
for an abnormal pelvis. I then have her come in every 
month until the seventh month, then every two weeks, 
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oftener if symptoms require it. I usually have no 
trouble in securing their cooperation. A complete uri- 
nalysis is done, the patient is weighed and the blood 
pressure taken, A persistent high blood pressure may 
mean nephritis, while a persistently rising blood pres- 
sure means toxemia. I always consider the diastolic 
pressure very important. 

As to the anesthetic to be used: when I have a slow 
case and rigid os, I usually give one-fourth grain of 
morphine. My favorite anesthetic is ether. I never use 
ether per rectum. I heard some time ago a representa- 
tive from the Urological Department of the Mayo 
Clinic state that he had treated several ulcers of the 
rectum resulting from this form of anesthesia used in 
deliveries. 

Of course, we all dislike posterior positions, and 
when we have a slow labor and a distinct hollow above 
the pubis we fear this condition. The vertex of most 
of our cases enters the brim in a transverse position. 
We should then use care to prevent the membrane from 
breaking, thereby helping the head to rotate to an an- 
terior position. If it does not we may then have to 
do a podalic, or by internal and external manipulation 
correct this to an anterior and then apply forceps. 

After the baby is delivered and while the nurse is 
caring for it, I look after the mother. As I do not 
deliver any primiparas in the home, I very seldom have 
any repair work to do. However, if I do, there is no 
better time than now immediately after, and I do so. 
I dress the cord and look after the eyes myself. I 
give 1 c. c. of pituitrin after I am sure the placenta is 
detached. I do not advise any repair work on the 
cervix, unless there is too much bleeding from the tear, 
until after the patient is up, and then wait until the 
tissues have returned to normal so that I know what I 
am doing. I do not request my patients to return to 
my office for a complete examination until six weeks 
after labor. 


Dr. H. Reid Robinson, Galveston, Tex.—Deliveries are 
still for the most part conducted in the home, though 
it must be conceded that any delivery may become a 
highly specialized surgical procedure. 

“The obstetric ideal demands that the mother should 
pass through labor without injury to herself and that 
the babe should be born healthy and capable of normal 
growth and development physically and mentally.” 

The failure to approximate, even remotely, that ideal 
is the tragedy of obstetric practice today. Do we 
practice prenatal care as we should? I cannot add 
anything, but should like to emphasize the tragic re- 
sults of inadequate prenatal care. The greatest single 
factor that converts an otherwise normal delivery into 
a pathologic problem is infection. It is accepted med- 
icolegally that a normal healthy woman may go through 
labor without any vaginal examinations, surrounded by 
all the safeguards and care possible, under the guidance 
of a well-trained obstetrician and yet may die of septi- 
cemia arising in the birth canal. For this reason those 


who come in direct contact with a woman in labor: 


must avoid the transmission of any type of infection 
to the parturient. Both physician and nurses in ob- 
stetrics must at all times aim to keep their hands free 
from contact with pathogenic organisms. 

I am in full accord with Dr. McCord that a sct of 
scales (if used) can give us our most important in- 
formation. Next most important is the blood pressure. 
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I have heard it stated that there is no use trying to 
teach a rigid antiseptic or aseptic technic in obstetrics, 
as it is never possible to carry it out in the patient’s 
home. Such an argument is a most pernicious one. In 
the attempt to achieve an aseptic field for vaginal ex- 
amination or delivery, my technic is essentially as out- 
lined by M. H. Mayes, Brooklyn, that is: the perineum 
is painted with 4 per cent aqueous-acetone-alcohol mer- 
curochrome instead of the 4 per cent aqueous solution 


which is used for bathing or swabbing the entire vaginal 
tube. 


Published statistics indicate that this procedure has 
lowered puerperal morbidity 40 per cent. If puerperal 
sepsis accounts for one-third to one-half of all maternal 
deaths, and is a preventable disease in which there 
has been no decrease during the last twenty-five years, 
does it not seem logical that the use of a vaginal anti- 
septic during labor and delivery might reduce the num- 
ber of maternal deaths from this cause? 


It goes without saying that the fewer examinations 
made of the parturient woman the less the danger of 
sepsis. Rectal examinations have been advocated in- 
stead of vaginal, but, even this is not free from danger 
in those cases where potentially pathogenic organisms 
are present in the vagina; for in the examination the 
vaginal wall is pushed up against the cervix and the 
organisms may thus be directly introduced into the 
uterine cavity. With the acquisition of greater skill in, 
and the appreciation of the value of abdominal palpa- 
tion, internal examination of all sorts will become 
fewer and fewer. Rectal examination has its limitations 
and while it is true that the skilled examiner can diag- 
nose position and attitude and occasionally detect a pro- 
lapsed cord, it is unwise for us to emphasize rectal exam- 
inations to the point of superseding vaginal examinations, 
even in the normal individual. A complete effacement of 
the cervix with a pinhole os and no dilatation has more 
than once been diagnosed by experts as complete dilata- 
tion. The prevailing high stillbirth rate may be due 
in part to the fact that abnormal conditions are not 
recognized in time by rectal examinations. 

The state of the bladder is a matter of prime im- 
portance throughout the conduct of labor. 

The subject of relief of pains has run the whoie 
gamut. The degree of analgesia depends upon the 
amount and time of administration of the drug. The 
combination of sodium iso-amylethyl barbiturate with 
scopolamine gave us excellent results. At the present 
time we are using phenobarbital and scopolamine. Our 
best results in amnesia have been obtained by this 
method. My choice of all methods is Gwathmey’s 
synergistic method of analgesia. 

In the treatment of the perineal body in primiparae, 
the existence of many and varied types of pathologic 
conditions, all of which play a role in the final delivery 
of the patient, has provided the range of suggestions 
extending from ultra conservatism to extreme radicalism. 


From 50 to 60 per cent of primiparae who can and 
are permitted to deliver themselves will be lacerated. 
If blanching occurs in the thicker portion anterior to 
the anus, or if tearing begins, or if there is an edema, 
or if the perineum from the introitus to the anus is 
unusually short, it is distinctly preferable to do an 
episiotomy rather than to permit the spontaneous lac- 
eration to occur which is sure to be, under these condi- 
tions, of at least second degree type. Episiotomy is in- 
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dicated likewise if appreciable progress of the visible 
head has ceased. An arbitrary time limit of an hour of 
visibility without delivery justifies operative termina- 
tion of labor. 


Dr. Geo. A. Mayer, New Orleans, La.—The greatest 
task one can undertake in the rural section as well as 
in the city is a home delivery under strict aseptic tech- 
nic. Many environmental, as well as economic reasons, 
with at times personal prejudices, superstitions and 
whims make it so. 

I wish to offer, with apology, a simple way of noting 
the separation of the placenta. Twenty minutes is the 
usual time permitted to elapse before an attempt is 
made to expel the placenta, if it has not been spon- 
taneously expelled before this time. 

The fingers spread fan-shaped with palmar surfaces 
over the fundus exerting slight pressure downward. 
This fixes the fundus. A span is made, the thumb 
falling just above the symphysis, where pressure back- 
ward is exerted. At this point the cord is wrapped on 
the clamping forceps and slight traction is made. If 
the placenta is completely detached a little more thumb 
pressure pushes it out. The fundus is not traumatized 
and remains an abdominal organ. 

If, however, the placenta is not loose, pressure of 
the thumb gives a tug to the hand holding the cord. 
More time then must elapse before a second attempt 
is made. 

By following this procedure, I believe less retained 
placenta due to hour-glass contraction of the uterus will 
be seen. 

(The above was illustrated by a moving picture 
film.) 


Dr. Smith (closing) —I wish to thank the discussants 
for their kind remarks and your Chairman and Secre- 
tary for allowing a general practitioner to aid in the 
campaign for better and safer home obstetrics. The 
suggestion of Dr. Anderson that a large number of 
sterile newspapers be provided merits emulation. Our 
patients are asked to provide a pad or two made of 
sewed newspapers to be placed on the mattress to pro- 
tect it. The application of the antiseptic dyes to the 
operative field stains the linen and makes its washing 
more difficult so that where we do not have laundry 
facilities washing with green soap and then using copious 
amounts of lysol solution will do the same work and 
is preferable. The film that has been shown by Dr. 
Mayer presents one way of delivering the afterbirth. 
In giving pituitrin immediately upon the birth of the 
child it is necessary to express the placenta as soon as 
it separates. It is my practice to watch the forcep 
that is attached to the placenta. As soon as it descends 
ten to twelve inches and the top of the uterus caves in, 
separation is complete, then expression is started. 

In the back of the room are displayed the linen bundle 
and equipment of which I spoke. Additions and changes 


have been made in the amount of equipment almost to 
date and there is still room in the bag for an ampule 
of acacia, which will be added. The bag containing 
the equipment will weigh about twenty pounds, exclud- 
ing the linen bundle, which is separate. 
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CLINICAL OBSERVATIONS ON NON- 
TROPICAL SPRUE* 


By Apert M. SNELL, M.D., 
Rochester, Minnesota 


In the minds of most North American physi- 
cians, sprue has always been considered as a 
specific tropical disease, endemic in character, 
and rarely, if ever, encountered among natives 
of temperate climates. It was described first by 
Hillary’* from the Barbadoes (1766) and the 
subsequent writings of many authors have served 
to establish the habitat of the disease in the 
tropics. The idea that sprue, or a condition 
closely resembling it, might occur in nontropical 
climates is of rather recent origin. From an 
historical standpoint it is interesting to note 
that Vincent Ketelaer!* published an account of 
a disease resembling sprue, under the title, “De 
aphthis nostratibus, seu Belgarum Sprouw” 
(1699), which antedates the description by Hil- 
lary. As may be inferred from the title, the 
cases described were apparently endemic in type 
and were encountered in Belgium. Gee (1888) 
was the first modern commentator on sprue-like 
diseases in nontropical environments. During the 
present century an increasing number of re- 
ports of sprue-like diseases occurring in non- 
tropical climates have appeared in the literature. 
Wood (1915) was one of the first to call atten- 
tion to the reports of the disease in the United 
States. He cited a number of reports from the 
American literature, including that of Simon, of 
New Orleans.’® Since then, numerous accounts 
of nontropical sprue have appeared, both from 
this country and northern Europe, and several 
writers, notably Simon,!® have commented on 
the frequency with which the disease is encoun- 
tered in the southern United States. Bennett, 
Hunter, and Vaughan (1932) made an exhaus- 
tive report on a series of fifteen cases which 
were studied personally, and collected a number 
of additional cases from the literature. Numer- 
ous additional cases have been cited from the 
literature in previous reports from The Mayo 
Clinic.4 7292122, Jt would appear from the 
references which have been mentioned, and from 
more recent reports,! 1° 1" 3 that a disease re- 
sembling sprue is being recognized with increas- 
ing frequency in nontropical climates; it is prob- 
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able that considerably more than 100 cases are 
now on record. There has been no uniformity 
in the nomenclature used in describing the dis- 
ease, and it has been described variously as “non- 
tropical sprue,” “idiopathic steatorrhea,” “adult 
celiac disease,” “intestinal lipodystrophy,” “Gee- 
Herter disease,” and so forth. 


CLINICAL OBSERVATIONS 


Ten such cases have been observed at the 
clinic since 1927, about half of them being 
studied during the present year. The condition 
is one of particular interest because of its rela- 
tion to deficiency diseases and because of the 
light cast on the pathologic physiology of the 
small bowel. The principal clinical features of 
the disease as encountered in this series were 
(1) steatorrhea, with or without diarrhea, (2) 
gastro-intestinal disturbances, (3) loss of weight 
and muscular wasting, (4) defective metabolism 
of calcium and phosphorus, leading in certain 
cases to tetany and osteoporosis, (5) physical 
stunting or rachitic stigmas, and (6) anemias 
of various types and degrees of severity. Among 
the most remarkable features of the disease is 
the variability of the clinical picture and the 
tendency to remission and relapse. The disorder 
is a protean one and the symptoms are varia- 
ble. In some cases the hematologic features 
have been conspicuous, in others tetany; in still 
others the gastro-intestinal disturbances have 
been particularly conspicuous. Weakness, diar- 
thea, and abdominal cramps were the most com- 
mon symptoms. Amenorrhea has also been an 
almost uniform finding. The physical findings 
are also variable. Stunting of growth is fre- 
quently striking, and bony deformities, either 
rachitic or secondary to osteomalacia, are not in- 
frequently observed. All of our patients gave 
evidence of extreme loss of weight and muscular 
wasting, which contrasted strongly with the flat- 
ulent and distended abdomen. Glossitis, with 
aphthous ulcers on an atrophic tongue, was seen 
frequently. A number of our patients have had 
rather striking peripheral edema. Signs of ac- 
tive or latent tetany were commonly encountered 
during the active period of the disease. Skin le- 
sions which resemble pellagra are seen occasion- 
ally; other patients had a skin condition which 
Suggested acanthosis nigricans. In two cases 


definite neurologic signs of subacute combined 
degeneration were noted. 

Laboratory Findings—All observers agree 
that anemia is one of the most constant and 
striking features of the disease, and careful study 
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of the blood will often lead to the correct diag- 
nosis. The blood picture is frequently sugges- 
tive of primary anemia. The condition may be 
distinguished from primary anemia, however, by 
the presence of free hydrochloric acid in the 
gastric contents, which has been found in every 
case in our series. Stimulation with histamine 
may be required to produce a flow of free acid, 
and a simple Ewald meal cannot be depended 
on to give conclusive information in this type 
of case. The stools are quite characteristic: as a 
rule they are pale, voluminous, foul, and obvi- 
ously fatty. Microscopic examination with ap- 
propriate stains reveals the presence of oil or 
fat in excess, the average excretion of fat being 
about three times the normal. This fat is chiefly 
split fat, indicating that the difficulty lies not 
with the digestion, but with the absorption of 
fat. The blood calcium and phosphorus are al- 
most uniformly reduced. The urinary excretion 
of calcium is low, but the fecal excretion is in- 
creased. The urinary excretion of phosphorus is 
usually above normal. 


Two types of blood picture are generally found 
in nontropical sprue: (1) hypochromic anemia, 
which is probably largely the result of inanition, 
and which as a rule responds readily to massive 
doses of iron salts, and (2) macrocytic anemia, 
with the individual erythrocytes well filled with 
hemoglobin, which type does not respond to 
medication with iron salts. Bennett, Hunter, 
and Vaughan recently described a third type: 
erythroblastic anemia, which is characterized by 
the presence of a high proportion of normoblasts 
and immature cells of the granulocyte series; 
this type likewise responds to large doses of 
iron salts. 

All of these factors vary somewhat, depending 
on the state of the disease and the severity of 
the diarrhea. The disturbance in the metabo- 
lism of calcium is reflected by the presence of 
tetany and also by evidences of osteomalacia. 
Among the miscellaneous laboratory findings 
there are several of some diagnostic importance. 
The serum bilirubin is normal in amount and 
reaction, a point which may serve to distinguish 
the disease from hemolytic anemia. Hypocho- 
lesterolemia is common. Duodenal ferments 
have been studied in one case and the normal 
values found. The serum proteins are frequently 
considerably reduced; this finding may be taken 
to indicate that the edema, which is a common 
clinical feature, is identical with hunger edema 
or nutritional edema. Apparently the loss of 
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protein in the stool during active periods of 
diarrhea may be considerable; Weir and Adams 
have recently reported a case in which there 
was a markedly negative nitrogen balance. 


ROENTGENOLOGIC OBSERVATIONS 


Roentgenologic observations reported in the 
literature concerning this condition have been 
limited to the gastro-intestinal tract and skeletal 
system. Osteoporosis and osteomalacia have 
been noted frequently, and it is interesting that 
these changes are comparable to those observed 
in cases of avitaminosis and hunger osteomalacia. 
Dilatation and redundancy of the colon have 
been commonly observed. Prior to our prelimi- 
nary report of a small group of these cases 
about two years ago, no roentgenologic abnor- 
malities of the stomach or small intestine had 
been recorded except in the case described by 
Radl and Fallon. They noted marked narrow- 
ing of the second and third parts of the duode- 
num, which suggested ulceration with periduo- 
denal adhesions. An ulcer was also observed in 
the first portion of the duodenum, and this pro- 
duced gastric retention for which gastro-enteros- 
tomy was done. 

The similarity of this condition and sprue has 
been commented on, but, prior to our investiga- 
tion, reference to roentgenologic studies of the 
upper part of the gastro-intestinal tract in sprue 
are confined to an article by Pillai and Murthi, 
who studied nine cases. They found in the 
acute forms no indication of loss of tonus or 
motility or other change in the stomach or in- 
testine. In the subacute state there was slight 
loss of tonus and vigor of peristalsis of the stom- 
ach, with consequent delay in passage of its 
content. The same was true of the cecum and 
colon. The small intestine emptied rapidly and 
spots of barium retained in the upper part of 
the cecum were interpreted as evidence of ul- 
ceration. In the chronic state, changes were 
similar but more marked. There was no evi- 
dence of local ulceration of the small bowel. 

It is significant that in all of the cases in this 
group (nontropical sprue) in which we were able 
to make an adequate study of the intestinal tract 
during the active stages of the disease, definite 
roentgenologic change in motility and in the 
appearance of the mucosa of the small intestine 
were observed. Changes in the stomach and 
colon were less constant. In the usual case the 
duodenum was dilated and the mucosal markings 
were thickened. In the jejunum and ileum there 
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was a definite smoothing out of the irregular 
shadows of the valvulae conniventes and clump- 
ing of the barium in smooth, sausage-like masses, 
After the bulk of the opaque meal had passed, 
remnants of barium adhered to the walls of the 
jejunum, giving it a peculiar “fleck-like” ap- 
pearance. In the more severe cases the mark- 
ings of the valvulae conniventes were entirely 
lacking. Dilatation of the jejunum was com- 
mon, although the contractions incident to peri- 
stalsis were readily observed fluoroscopically. 
Hypomotility was the rule in active cases. The 
regression of the changes and restoration of the 
mucosal pattern toward the normal, coincident 
with improvement in the clinical symptoms, were 
quite striking.* 

The roentgenologic findings suggest an inflam- 
matory condition, with edema of the mucosa 
involving, especially, the small intestine and, 
less frequently, the stomach and cclon. The 
complete absence of mucosal markings in the 
severe Cases suggests destruction or atrophy of 
the mucous membrane. The regression of these 
changes incident to clinical improvement and the 
changes described at necropsy in similar cases 
would seem to substantiate these deductions, al- 
though it is recognized that there is considerable 
discussion concerning the significance of the 
postmortem findings. 


It is not held that these roentgenologic ob- 
servations are characteristic only of nontropical 
sprue, since they may occur in varying degrees 
in any diffuse inflammatory condition of the 
intestinal tract. Their presence, however, con- 
stitutes tangible evidence during life of altera- 
tions in the gastro-intestinal tract in this disease 
which have been suspected clinically and con- 
firmed at necropsy. 


The x-ray symptoms and signs described 
above, while apparently unrelated, can all be 
explained on a single basis, namely, failure of 
absorption from the small bowel. Just why this 
should occur is not definitely known. It has 
been suggested that the disease is of an infec- 
tious nature, but there is no_bacteriologic or 
pathologic evidence to support this view. The 
condition may represent a true deficiency dis- 
ease, and the recent work of Rhoads and Miller 
seems to indicate the validity of this hypothesis. 
Their studies on tropical sprue seem to show 
that the condition may arise in three ways: (1) 
by dietary deficiency in respect to the extrinsic 


*Mackie™ #2 has noted similar changes in the roentgenologic ap- 
pearance of the small intestine in deficiency diseases. 
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factor, (2) by lack of the same gastric enzyme 
which is absent in pernicious anemia, and (3) 
by inability to absorb the product of interaction 
of the first two. It is assumed that differences 
in the relative impcrtance of each factor may 
be responsible for variations in the clinical pic- 
ture. They feel, therefore, that on this basis 
it is advisable to administer the product of the 
interaction of the gastric enzyme and the diet- 
ary factor (that is, liver extract) in sufficient 
amounts to produce remission. A third concep- 
tion of the disease, which is perhaps more useful 
to physicians practicing in nontropical climates, 
is that the syndrome of sprue may not necessa- 
rily constitute a specific entity, but may be-pro- 
duced by various diseases of the small bowel, 
by various deficiency states, or by any condi- 
tion that seriously interferes with absorption 
from the upper portion of the intestinal tract. 
Fairley and Kilner have shown that gastro- 
jejunocolic fistula can produce symptoms closely 
comparable to those of sprue. We have recently 
observed a patient with carcinoma of the pan- 
creas, who presented many of the signs and 
symptoms of the sprue syndrome, even to the 
roentgenologic evidence of involvement of the 
small bowel, and similar cases have been de- 
scribed in the literature. 

For obvious reasons it is impossible at this 
time to give a final statement as to the exact 
nature of nontropical sprue. The evidence in 
favor of a deficiency state is very strong, and 
constitutes the best single explanation for the 
etiology of both the tropical and nontropical 
forms of the disease. Whether this deficiency 
is a primary or secondary condition ‘is as yet 
uncertain. Until further information in regard 
to the functional and anatomic disturbances of 
the small intestine in both conditions becomes 
available, the interrelation of the nontropical 
and tropical varieties of this syndrome will re- 
main an unsettled problem. Thaysen,?* who, be- 
cause of his extensive studies in this field, may 
be regarded as an authority, inclines to the be- 
lief that celiac disease in children, tropical sprue, 
and the nontropical variety are closely related 
if not identical, and he suggests their grouping 
under the head of “the celiac affection.” 

Diagnosis—The clinical recognition of fully 
developed examples of nontropical sprue should 
not be difficult if the condition is borne in 


mind. The combination of chronic steatorrhea, 
disturbances, anemia, and 
metabolism of calcium 


marked nutritional 
disturbances in the 
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should lead to a diagnosis in the majority of 
cases. Confirmatory evidence may be obtained 
by studies of the morphologic characteristics of 
the blood and by the appearance of the jejunum 
and ileum on roentgenologic examination. 


Treatment.—As is usual in diseases which are 
subject to spontaneous remissions, a large num- 
ber of therapeutic measures, dietary and other- 
wise, have been recommended both in tropical 
and nontropical sprue. All of the dietary meth- 
ods of treatment advanced have two points in 
common: diets are composed chiefly of bland 
and nonirritating foods, and they contain a 
relatively large amount of vitamin Bz. Because 
of the marked steatorrhea, a reduction in the 
fat content is obviously indicated. To patients 
with more severe disturbances in the metabolism 
of calcium, vitamin D should be given in some 
form, preferably irradiated ergosterol. It has 
been shown that a definite storage of calcium 
and phosphorus can be produced in this man- 
ner, and other authorities claim that if vitamin 
D is given in sufficient quantity, little dietary 
regulation is necessary. Calcium lactate is a 
valuable adjuvant in this form of therapy. 
Castle and. Rhoads have found that liver extract 
usually induces prompt remission in tropical 
sprue. The hyperchromic variety of anemia as- 
sociated with the nontropical types of the disease 
appears to respond in a specific manner to the 
administration of liver extract; the glossitis, the 
gastro-intestinal symptoms, and the systemic 
manifestations of the disease are also favorably 
affected. In the more severe types the parente- 
ral method of administration seems preferable 
because of the fact that absorption in the in- 
testinal tract may be retarded. ‘Marmite,’ a 
hydrolized yeast extract, has also been recom- 
mended enthusiastically by certain investigators, 
the effects obtained being undoubtedly due to 
its content of vitamin Bz. Those who have had 
a great deal of experience with liver treatment 
are inclined to feel that it constitutes almost a 
specific remedy for the tropical variety of sprue, 
if liver extract is used in adequate dosage, and 
they feel that there is little necessity for dietary 
treatment if adequate treatment with liver is 
employed. Our experience has not been suffi- 
cient to warrant an opinion, but in general it 
seems that some type of dietary regulation and 
the administration of calcium salts and viosterol 
have also been necessary because of the dis- 
turbed calcium absorption which has been so 
conspicuous a feature in certain cases. The results 
of treatment have been reasonably satisfactory, 
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especially among patients who have been seen 
in the fairly early stage of the disease and who 
have been faithful in carrying out the details of 
treatment. For those with marked osteomalacia 
or severe and long-continued nutritional disturb- 
ances the response to treatment is not nearly so 
favorable. Intercurrent infection is the princi- 
pal danger and it has been responsible for most 
of the deaths reported. 


BIBLIOGRAPHY 


1. Anderson, A. G.; and Lyall, Alexander: Two Cases of 
“Fatty Diarrhea” with Special Reference to Nitrogen Metab- 
olism. Quart. Jour. Med., 2:239-351, July, 1933. 

2. Bennett, T. I.; Hunter, Donald; and Vaughan, J. M.: 
Idiopathic Steatorrhea (Gee's Disease) : A Nutritional Dis- 
turbance Associated with Tetany, Osteomalacia, and Anemia. 
Quart. Jour. Med., n. s., 12603-677, 1932. 

3. Bowen-Davies, A: A Case of Steatorrhea_ with Stomatitis, 
tase and Anemia. Guy’s Hosp. Rep., 84:57-64, 
an., 

4. Camp, J. D.: Roentgenologic Findings in Chronic Idiopathic 
Steatorrhea. Unpublished data. 

5. Castle, W. B.; and Rhoads, C. P.: The Etiology and Treat- 
ment of Sprue in Porto Rico. Lancet, 1:1198-1199, June 4, 
1 


932. 

6. Constam, C. R.; and Partch, W. T.: An Unusual Case of 
Nutritional Disturbance, Showing Symptoms of Pellagra, 
Osteomalacia, and Tetany. Minn. Med., 12:40-45, Jan., 
1929. 

7. Curry, S.: Chronic Steatorrhea with Tetany: Report of a 
Case. on Staff Meetings of Mayo Clinic, 7:501-503, 
Aug. 31, 1932. 

8. Fairley, N. H.; and Kilner, T. P.: Gastrojejunocolic Fis- 
tula, with Megalocytic —— Simulating Sprue. Lancet, 
2:1335- 1341, Dec. 19, 1931 

9. Gee, Samuel: On the Celiac Affection. St. Barth. Hosp. 
Rep., 24:17-20, 1888. 

10. Lister, W. A.: Idiopathic Steatorrhea of Adults: A Record 
of Two Cases. Lancet, 2:15-17, July 1, 1933. 

11. Mackie, T. T.: Nontropical Sprue. Med. Clin. N. Amer., 
17:165- 184, July, 1933. 

12. Mackie, T. T.; and Pound, R. E.: Cus in the Gastro- 
intestinal Tract in Deficiency States with oe Reference 
to the Small Intestine: A Roentgenologic and Clinical Study 
of Forty Cases. J.A.M.A., 104:613-618, Feb. 23, 1935. 

13. Major, R. H.: ic Descriptions of Disease, with Bio- 
graphical Sketches of the Authors. Springfield, Illinois: C. 
C. Thomas, Ps 630, 1932. 

14, Pillai, M. J. S.; and Murthi, K. N.: Radiological Signs in 
Cases of Sprue: A Study of Nine Cases. Indian Jour. Med., 
by :116, June, 1931; abst., Trop. Dis. Bull., 29:8, Jan., 


15. Radl, R. B.; and Fallon, Madeleine: Nontropical Sprue = 
Duodenal ee and Tetany. Arch. Int. Med., 5 
595-604, Oct., 

16. Rhoads, nd ty cat Miller, D. K.: Intensive Liver Extract 
Therapy of Sprue. J.A.M.A., 103:387-391, Aug. 11, 1934. 

17. Roberts, C. G.: Celiac Disease in an Adult Treated with 
Sugarless Milk, Bananas and Meat. Lancet, 1:130-132, 


34, 
18. Simon, S. K.: Report of a Probable Case of Sprue. Sou. 
Med. Jour., 4:466-468, July, 1911. 
19. Simon, S. K.: Some Observations on Sprue and Its Preva- 
org in the South. Sou. Med. Jour., 14:255-260, April, 
1 


20. Snell, A. M.: Chronic Steatorrhea with Tetany: Report of 
=| Cases. Med. Clin. N. Amer., 15:1593-1609, May, 


193 
21. Snell, A. M.; and Camp, J. D.: Chronic Idiopathic Steator- 
rhea: Observations. Arch. Int. Med., 53: 


615-629, April, 1934. 

22. Snell, A. M.; and Habein, H. C.: Tetany and Chronic Diar- 
thea. Ann. Int. Med., 1:694-706, March, 1928. 

23. Thaysen. T. E. H.: “Celiac Affection:” Idiopathic Steator- 
rhea. Lancet, 1:1086-1089, May 25, 1929. 

24. Thavsen, T. H.: Nontropical Sprue: A Study in Idio- 
- gsteatorthea. Copenhagen: Levin & Munksgaard, p. 

1 

25. Weir, J. F.; and Adams, Mildred: Idiopathic Steatorrhea: A 
Metabolic Study of a Patient, with sy to the Utiliza- 
tion of and Fat. Int. 


26. Wood, E. the’ Gaited’ States. 


Amer. Jour. Med, Sci., 150:692-899, Nov.” 1915. 


DISCUSSION (Abstract) 

Dr. Edgar M. McPeak, San Antonio, Tex—It would 
seem that as yet we should consider “nontropical sprue,” 
so-called, as a symptom complex rather than a definite 
clinical entity. There have been mentioned numerous 
proven pathological conditions which have presented 
many of the characteristic findings of sprue. 

Recently Dr. Snell studied the case of a man whom 
I had observed for a time previously, and although 
this patient presented sufficient characteristic features 
to warrant the diagnosis of nontropical sprue, he pur- 
sued a definite downward course in spite of treatment. 
He died just recently and a postmortem examination 
was not done. I may say that we all felt strongly 
the possibility that a lymphatic blastoma was the cause 
of his illness. 

It is necessary that we constantly compare nontropi- 
cal sprue with tropical sprue. While we feel certain 
that the two conditions cannot be considered as differ- 
ing in severity, only the disturbance in absorption of 
fat might indicate this to be the case. We see an oc- 
casional case of tropical sprue in this region, however, 
and it seems that the patients, as a whole, tend to re- 
spond to dietary treatment more readily than the cases 
under discussion. In fact, these people frequently learn 
a few simple rules by which they direct their own regi- 
men in accordance with their sense of well being, prob- 
ably never, however, rendering themselves entirely symp- 
tom-free. 

In regard to the anemia of sprue, it would seem that 
We may encounter a hypochromic type early in the dis- 
ease or in those cases which have received treatment 
to which they have responded. I should like to ask 
Dr. Snell whether those cases presenting hypochromic 
or questionable types of anemia were of long standing 
or had received any satisfactory treatment prior to 
coming under his observation. To classify as nontrop- 
ical sprue such cases, even though they present many 
of the typical findings of sprue would, to me, at the 
present time, tend to confuse the picture. The idea that 
variation in extent of the theoretical deficiency factors 
might explain the variation in the syndrome, especially 
those of the blood, is very pleasing. But, since we have 
on the one hand the clear clinical entity of sprue and 
can have on the other an entirely false picture due to 
definite organic disease, I should feel hesitant in shift- 
ing the diagnostic criteria too much. 

In these cases presenting anemia of the hypochromic 
type may we expect the response to liver therapy to be 
as satisfactory as in those of the hyperchromic type and 
are we to consider the administration of iron as im- 
portant here as in other hypochromic anemias? From 
the observations made we are to consider the loss in 
body calcium as proportionate to the severity of the 
diarrhea, or we may say, to the inability to utilize fat. 
Yet in tropical sprue, in which the diarrhea is a much 
more disturbing feature, the calcium balance is much 
better maintained and skeletal defects appear to be 
relatively rare. Then, in these cases, are we dealing 
purely with a disturbance in absorption of calcium plus 
the drain on the body store or may there be an addi- 
tional factor of actual parathyroid dysfunction? In 
cases presenting calcium depletion possibly due to func- 
tional overactivity of the parathyroid bodies naturally 
we should not use parathormone, but should we be en- 
tirely safe in using ergosterol, especially should an ade- 
quate calcium supply not be available? 


— 
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HEMOLYTIC JAUNDICE* 


By GeorceE V. Lewis, A.B., M.D., 
Little Rock, Arkansas 


Hemolytic jaundice as a name for a symptom 
complex or disease designates a condition in 
which there is a congenitally acquired abnor- 
mality in the structure of the erythrocytes 
whereby these corpuscles are more prone to de- 
struction by the normal scavenger cells of the 
reticulo-endothelial system. This results in an 
anemia, pigmentation of the epithelium, enlarge- 
ment of the spleen, debility, weakness, and even 
death. Minkowski! first accurately described 
this condition in 1900 and reported a study of a 
family in which eight cases occurred in three 
generations. 

It is customary to speak of two forms of the 
disease: the congenital and the acquired. In 
1898 Hayem* reported cases that are now 
thought to have been examples of the acquired 
type of the disease. It remained for Chauf- 
fard* and Widal* in 1907 to report the charac- 
teristic blood changes and the hemolytic nature 
of the jaundice in this symptom complex. The 
congenital type is the more common and can be 
traced back through the affected family for 
four or five generations. Meulengracht,> Camp- 
bell, and Warner® have shown the disease to be 
transmitted as a true dominant Mendelian char- 
acter. 


I wish to report here the occurrence of this 
disease in two different families in which it was 
observed in two generations with a history of 
its occurrence in four generations of one family 
and three of the other. In these two families in 
the two generations observed, of the 27 indi- 
viduals studied, 12 gave either positive history 
and physical findings, positive laboratory find- 
ings, or both. Of the 12 cases observed, the 
oldest patient was 56 and the youngest was 6 
years of age; 7 were males and 5 were females. 

Jaundice.—Jaundice is one of the principal 
features of the disease. Unless there exists the 
complication of biliary disease with an obstruc- 
tive type of jaundice, it is characteristically a 
dissociated jaundice. The skin is of a lemon 
color, and once the color appears it usually per- 
sists with varying intensity. The jaundice is 
usually not marked and it may be so latent as to 
be noted only on careful examination. 


*Read in Section on Surgery, Southern Medical Association, 
Tran eighth Annual Meeting, San Antonio, Texas, November 
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Such was the case in J. F. C., one of our patients, a 
man, aged 56. He gave a history of repeated attacks 
of jaundice since childhood, but for the previous few 
years he had had a quiescent period and on physical ex- 
amination jaundice was difficult to observe. However, 
his blood serum gave a positive indirect van den Bergh 
reaction. His red cell count was 4,000,000 with a 
hemoglobin of 71.2 per cent, a reticulocyte count of 6, 
and a fragility test of 0.48 per cent to 0.42 per cent. 

During the so-called crises with exacerbations 
of the disease, the jaundice may become quite in- 
tense. It may become quite pronounced follow- 
ing chilling, digestive disturbances, or emotional 
strains. It may make its appearance in in- 
fancy, or it may not be manifested for many 
years. In all of these patients, it was mani- 
fested first in childhood. Ginsslen’ found it to 
be absent in 40 per cent and Dawson,® of Penn- 
sylvania, failed to find it in 4 of his 40 patients. 

The blood serum shows a definite increase in 
its bilirubin content. The jaundice and anemia 
show no correlation in intensity, but appear 
to be variants of the same hemolytic process. 
The degree of jaundice is dependent not only 
upon the rate of blood destruction and resultant 
bilirubin formation, but also upon the excretory 
ability of the liver. Rich® has recently pointed 
out that the anoxemia resulting from the asso- 
ciated anemia induces partial suppression of liver 
function, thereby diminishing its capacity to ex- 
crete bilirubin from the blood stream. Thus 
the van den Bergh reaction is either indirect or 
markedly delayed. The stools are never clay- 
colored unless an obstructive jaundice coexists. 
On the contrary, due to the large amount of 
bilirubin excreted and the excessive urobilinogen 
formed from it, the stools are usually highly 
colored. The urine is also highly colored by 
the same substance. 

Splenomegaly.—Enlargement of the spleen is 
one of the common findings in this disease. In 
all but 1 of this series of 12 patients, the spleen 
was palpable. In 5, the spleen was quite large, 
extending to or below the level of the umbilicus. 
The largest removed in this series weighed 2,750 
grams. Splenomegaly may be one of the first 
symptoms noted. Enlargement of the spleen and 
jaundice were frequently noted as the first 
symptoms in this series. The size of the spleen 
may vary considerably from time to time. It 
may be just palpable to tremendously enlarged. 
Some of the largest spleens encountered have 
been found in hemolytic jaundice. During an 


exacerbation of the disease, it may suddenly en- 
large and become quite tender. 

The pain from markedly enlarged spleens en- 
dured by these patients may be the most annoy- 
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ing of their symptoms. In this series, Mrs. G. 
H., aged 40, who has consistently refused an 
operation, has a spleen that extends to the level 
of the anterior superior spine of the ilium. 
Even though her red cell count is consistently 
below 3,000,000 and the hemoglobin less than 40, 
she states that most of her discomfort is due to 
the pain produced by the weight of the spleen 
when she is up and about. According to 
Ginsslen,’? in as many as 30 per cent of the 
cases the spleen is not palpable, though it may 
be enlarged in an upward or backward direction. 


BLOOD 


Anemia.—There is a varying degree of ane- 
mia, the degree depending on the result of the 
vital forces of blood destruction and construc- 
tion. It may vary from a very mild degree of 
secondary anemia to that of a severe degree dur- 
ing the hemolytic crises. The lowest red cell 
count encountered in this series was in the case 
of Mrs. L. L. B., 31 years of age, who came 
into the hospital in a crisis with a red cell count 
of 1,010,000 and a hemoglobin of 21 per cent, 
with a color index of 1. The highest red count 
encountered was in G. F. C., a man, aged 56, 
who consistently carried a red cell count of 
around 4,000,000 with a hemoglobin of 71 per 
cent and a color index of 0.88. He had been in 
an inactive phase of the disease for several 
years. The color index is usually less than 1. 
However, it may be greater than 1. The high- 
est color index encountered in this series was 
1.2. It is often surprising how well these pa- 
tients may carry on with a consistent count of 
less than 3,000,000. Microcytosis is a rather 
frequent feature of this disease, especially dur- 
ing the exacerbations. It was noted in all of 
these cases except 3 and these were in the quies- 
cent stage. According to Masters, Zerfas and 
Mettel,!° Whitcher,’! and others,. the erythro- 
cytes increase in size after splenectomy. 

Reticulocyte—An increase of reticulocytes in 
the peripheral blood as a feature of hemolytic 
jaundice was recognized originally by Chauf- 
fard® in 1907. From 5 to 20 per cent is the 
reading commonly recorded. However, during 
the crises, the reticulocyte count may reach a 
much higher figure. Reynolds!” and Baty’* have 
reported cases of congenital hemolytic jaundice 
in which the reticulocyte count was repeatedly 
above 90 per cent or more. The highest reticu- 
locyte count encountered in this series was 25 
per cent, the lowest being that of O per cent. 
Four patients repeatedly carried a reticulocyte 
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count of 1 per cent. They were all in mild 
stages of the disease in the inactive phase. 


Fragility —A decreased resistance of the red 
blood cells to hypertonic salt solution is found 
in almost all patients with hemolytic jaundice. 
Griffin and Sanford’* found the averages of in- 
itial and complete hemolysis in controls to be 
from 0.44 per cent salt solution to 0.36 per 
cent, while in 23 cases of known hemolytic jaun- 
dice they found that hemolysis started at 0.478 
per cent and was complete at 0.413 per cent. 
The highest encountered in this series was 0.5 
per cent. Some authors have observed begin- 
ning hemolysis as high as 0.8 per cent. In three 
of the cases in this series, the fragility was not 
increased. Griffin and Sanford, in 3 of 23 
patients with hemolytic jaundice, failed to find 
an increased fragility. Gdansslen reported that 
in 10 per cent there is no increase in fragility 
of the red cells. Patients with hemolytic jaun- 
dice show no increased resistance of the red cells 
as found in primary anemia. Increased fragil- 
ity is a factor and not an essential feature of 
the disease. Thus it is a variable feature and 
there is no certain parallelism between its meas- 
ure of increase and the severity of the jaundice, 
the anemia, or the splenomegaly. Griffin and 
Sanford also found in their series of 23 that 
relatives of 4 patients with hemolytic jaundice 
showed an increased fragility. Two of these 4 
relatives had no symptoms whatever of the dis- 
ease and in 2 of them the symptoms were not 
noted until they were 18 and 20 years of age. 


Following removal of the spleen, in most cases 
of hemolytic jaundice, the fragility of the red 
cells remains increased. 

White Cells—The changes in the white cells 
are not characteristic. During the inactive 
phase of the disease, the count is generally nor- 
mal. Occasionally, and particularly during the 
active phase, there may be a slight leukocytosis 
with a left shift. The highest white count en- 
countered in this series was 13,000 and the 
lowest 4,100. Three of these showed an in- 
crease in the eosinophils. Keefer!® has reported 
one patient with an eosinophilia of 15 per cent. 

Course of the Disease ——The disease is essen- 
tially chronic, especially the congenital or fa- 
milial type of hemolytic jaundice. Its course is 
often marked by sudden increases in severity. 
These are termed crises of “deglobulinization.” 
In the crises, there is a sudden increase in tem- 
perature, an increase in the jaundice, the spleen 
becomes larger and more tender, and the anemia 
much more pronounced. The cause of these ex- 


Vol. 28 No. 6 


acerbations is not understood. However, accord- 
ing to many authors, they seem to be induced 
by chilling, dietary indiscretions, emotional ten- 
sion, and other circumstances. These crises are 
more prevalent during childhood and early adult 
life and the disease tends to become quiescent 
in later life. Even in the congenital form, these 
crises may be so severe and the hemolysis so 
great that death may take place. Due to the 
frequent crises, others are so badly incapacitated 
that they are virtually totally disabled. 

Complications. — The occurrence of chole- 
lithiasis is extremely frequent in hemolytic jaun- 
dice. Mayo!® reports 58 per cent in his series 
and Dawson,® of Penn, reports an incidence 
of 40 per cent. Of the 6 adults studied 
in this series, 4 were victims of either chronic 
cholecystitis, cholelithiasis, or both, as proven at 
operation or by cholecystographic study. The 
explanation for this high incidence of gallstones 
is found in the excretion of bile which contains 
a high concentration of bilirubin. The pigment 
is precipitated in almost pure form and is found 
either as stones in the larger ducts or as pig- 
ment thrombi in the bile canaliculi. Although 
these are occasionally due to distention of the 
liver during the periods of acute hemolysis, this 
complication is the cause of most of the attacks 
of right-sided pain that occur in the course of 
the disease. When stones are present, an ob- 
structive jaundice may be added to the picture. 
Unless careful physical and blood examinations 
are done, this may obscure the diagnosis. 

The pathogenesis of hemolytic jaundice is still 
not entirely explained. One set of investigators 
believes that it is essentially an increased fra- 
gility of the red blood cells and that the cause 
of the disease is to be found in a perversion of the 
function of the bone marrow which produces cells 
that are more easily fragmented than normal 
cells. Accordingly, the splenomegaly is merely the 
reaction of the spleen to the presence in the blood 


_ of an increased number of cells that are ready 


for destruction. Another group of investigators 
believes that the cause of the disease lies in the 
spleen, that for some reason this organ is ex- 
cited to overactivity and destroys more cells 
than under normal conditions. The theories 
that consider splenic changes to be primary are 
gradually losing ground. The clinical cure after 
splenectomy is probably due to the removal of 
the chief hemolytic organ of the body, the re- 
moval of which is ordinarily not completely 
compensated for by the development of the 
other organs of the reticulo-endothelial system. 
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No satisfactory theory has been brought forth 
to explain the increased fragility of the red 
cells. Merely calling it a congenital defect is 
evading the question. Neilson and Wheelon?’ 
found that the blood cholesterol was decreased 
in hemolytic and congenital jaundice and they 
concluded that the cholesterol of the blood in 
great part determines the degree of resistance 
of the red cells to hemolytic agents. However, 
in the 4 cases of this series in which a blood 
cholesterol was done, the lowest found was 138 
milligrams per 100 c. c. of blood. In the other 
3 cases, the blood cholesterol was as follows: 
150, 173, and 162 milligrams. This whole aspect 
of the study of the disease is confused and 
awaits further efforts at clarification. 


Treatment.—In the treatment of hemolytic 
jaundice and the accompanying anemia, all the 
usual medical measures have been tried and un- 
fortunately generally have failed. Iron, arsenic, 
and liver therapy have been tried many times 
and have failed almost universally to give any 
relief. Splenectomy is the treatment recom- 
mended and in the last two decades has been 
frequently performed. As expressed by Haden,’® 
the rationale of splenectomy is simply the re- 
moval of a scavenger which preys upon red cells 
of increased fragility. Where the symptoms are 
troublesome to the patient and the crises fre- 
quent, recourse to operation should be had in as 
early a stage as possible. Wilkie’® stresses the 
value of the reticulocyte count in the selection 
of patients. Should this be increased, it may 
be assumed that the bone marrow is competent 
and splenectomy will produce clinical improve- 
ment. If the reticulocytes are low, however, the 
bone marrow is aplastic and splenectomy would 
be of little value. In this connection, I wish to 
report the following case: 

Mrs. L. L. B., aged 31, was admitted to the hospital 
June 24, 1934. The chief complaint was enlarged 
spleen and jaundice. This patient first noticed an en- 
larged spleen at the age of 12 years and first noticed 
that she was jaundiced at the age of 16 years. The 
spleen had steadily increased in size. She was never 
clear of jaundice, but was worse at times. Sometimes. 
the spleen was tender. She had felt so weak and ex- 


hausted for the last two months that she had been con- 
fined to her bed most of the time. 


With the exception that of her two pregnancies one 
child died of hemorrhage on the sixth day and one was 
a miscarriage at five and one-half months’ gestation, her 
past history is irrelevant. Her mother died of hemo- 
lytic jaundice at the age of 58 and her grandfather 
was remembered as having been jaundiced all his life. 

On entrance to the hospital, her temperature was 102, 
pulse 126, and respiration 20. Her blood pressure was 
108/70. 
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There was a pronounced canary-yellow tint to her 
skin; the mucous membranes were extremely pale. 


The abdomen was considerably distended and tym- 
panitic. The spleen extended below the umbilicus and 
was quite tender. There was muscle spasm and ten- 
derness over the entire upper abdomen. The liver could 
be felt for at least three fingers’ breadth below the cos- 
tal margin. 

The urine examination showed only a trace of albu- 
min. The red blood count was 1,010,000, hemoglobin 
21 per cent, and color index 1. Central pallor of the 
ted cells was marked and anicocytosis and polychro- 
matophilia were present. No reticulocytes were found. 
The white blood count was 4,150 with the following 
differential: 1 basophil, 2 eosinophils, no myelocytes, 4 
juveniles, 16 stab cells, 66 segmented polymorphonu- 
clears, 8 lymphocytes, and 3 mononuclears. The white 
blood cells showed a great many basket cells and the 
lymphocytes showed degeneration. The platelet count 
was 40,400. The van den Bergh revealed a strongly 
positive indirect reaction. The cholesterol content of 
the blood was 150 milligrams. Fragility was 0.48 to 
0.38 per cent. 

This patient had five transfusions of blood by the 
citrate method in 12 days. The amount of blood given 
varied between 100 and 600 c. c., the first two being 
small transfusions. On the day of operation, the tem- 
perature was 99°, the red blood count was 2,860,000, 
hemoglobin 44 per cent, the white blood count was 
4,250 with a left shift of 9. The reticulocyte count was 
2.3 per cent. 

Splenectomy was performed; the spleen was found 
to be considerably enlarged and quite adherent at the 


upper pole. However, it was delivered with compara- 
tive ease. The gallbladder was thickened, and peri- 
cholecystic adhesions were present. No stones were 
palpable. The pedicle of the spleen was ligated in sec- 
tions with No. 2 chromic catgut. The splenic bed was 
closed with a continuous No. 1 chromic catgut. 

The pathologic report on the spleen is as follows: 
“Weight, 2,453 grams. It is quite firm and the cut 
surface is of a bright red color. The capsule is thick- 
ened. The microscopic section reveals the sinuses 
markedly distended with blood. The endothelial cells 
contain considerable pigment. The lymph follicles are 
widely separated.” 

Postoperatively, the temperature varied between 100 
and 104°. The pulse varied between 90 and 150. 

On the night of the day of operation, she developed 
symptoms and signs of a collapse of the lower lobe of 


the left lung. On the second postoperative day, she . 


vomited blood, and on the eighth postoperative day she 
developed a left hemiplegia, flaccid in type, became 
comatose, and died on the tenth postoperative day. 
She had repeated intravenous infusions of glucose and 
saline and two transfusions of 500 c. c. of citrated 
blood postoperatively. The red blood count on the sec- 
ond postoperative day was 3,200,000 with 81 per cent 
hemoglobin. The white blood count was 17,950, with 
a left shift of 23. The red cell count remained con- 
sistently above 2,500,000 until her death. A partial 
autopsy was done, but we were unable to obtain per- 
mission to open the skull. The summary of the post- 
mortem findings was as follows: complete collapse of 
the lower lobe of the left lung, a healed surgical wound 
of the abdomen, pericholecystic adhesions, chronic chole- 
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Age Sex White Blood Count 

B. E. My. J Stab. Poly. Lymph. Mon. 
F.C 46 M 7,250 0 0 0 0 3 64 29 a 
V.C. 18 M 8,600 4 2 0 0 0 57 35 2 
A.M.C 9 F 7,950 2 1 0 0 2 60 35 ie) 
73x. 56 M 4,700 0 0 0 0 0 57 43 0 
G.H. 40 F 6,900 0 11 0 0 2 61 22 a7 
cS. 16 F 10,550 1 6 0 0 10 55 25 3 
JS 14 M 6,650 1 7 0 0 5 60 23 4 
CS. 9 M 6,500 0 5 0 0 12 53 28 2 
HS. 35 M 7,600 2 2 0 0 9 55 28 4 
L.L.B. 31 F 4,100 1 2 0 4 16 66 8 3 
H.W. 27 F 6,650 0 0 0 0 15 66 18 1 
E.C 6 M 13,000 Small Large 


cystitis, passive congestion of the liver, and an accessory 
spleen 4 cm. in diameter. 


This case was significant for several reasons. 
The reticulocyte count, which remained consist- 
ently low even though the patient was in a crisis, 
probably indicated an aplastic condition of the 
bone marrow and the inadvisability of operation 
during or soon following the crisis. 


Moynihan,” Pool?! and others agree that op- 
erative treatment is not complete without ex- 
ploration of the gallbladder and bile ducts. The 
advisability of operating upon the biliary tract 
at the time of splenectomy depends upon the 
condition of the patient. It is inadvisable to do 
much surgery at this time; it is better to delay 
the biliary surgery to a later date. 


It is in hemolytic jaundice that the most strik- 
ing, satisfactory and lasting results of splenec- 
tomy are found. Following operation, the jaun- 
dice and the anemia improve rapidly and the 
jaundice fades within two or three weeks. The 
increased fragility of the red cells usually per- 
sists for many years. Freund? has reported six 
cases of hemolytic jaundice collected from the 
literature and two of his own cases that were 
not influenced by splenectomy. The hemolytic 
process continued unabated. In two, accessory 
spleens were found postmortem. However, on 
the whole, the results obtained by splenectomy 
are quite gratifying. 
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DISCUSSION (Abstract) 


Dr. Isidore Cohn, New Orleans, La.—It is customary 
to make complimentary remarks with reference to a 
paper. Such discussions fail in their purpose. Frank- 
ness is of greater value than compliments. 

In this instance, I am not in agreement with many 
of the statements which the Doctor has made. Dr. 
Lewis states, in his opening paragraph: “Hemolytic 
jaundice is a condition in which there is a congenitally 
acquired abnormality in the structure of the erythro- 
cytes whereby these corpuscles are more prone to de- 
struction by the normal scavenger cells of the reticulo- 
endothelial system.” Would it not be better to con- 
sider the condition a disturbance of the reticulo-endo- 
thelial system, the overactivity of which renders the 
cells more fragile? 


This distinction I would make because of the change 
in the resistance of the red cells after splenectomy. 
This is not in agreement with the author’s contention, 
for he states that the fragility of the cells remains in- 
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creased after operation. Moreover, in one part of his 
essay he believes that fragility is not the essential factor 
for diagnosis. In another portion of his paper he states 
that one set of investigators believes that it is ‘‘essen- 
tially an increased fragility of the red cells and that 
the cause of the disease is to be found in a perversion 
of the function of the bone marrow which produces 
cells that are more easily fragmented than normal 
cells.” He further states: “Another group of investi- 
gators believes that the cause of the disease lies in the 
spleen, that for some reason this organ is excited to 
overactivity and destroys more cells than under normal 
conditions.” 

It would seem to me to be a disturbance of the entire 
reticulo-endothelial system, the spleen being the one 
component part of this system available for operative 
attack, and when it (the spleen) is the most involved, 
the results of splenectomy are best. It is not possible 
to dissociate the spleen from other members of the 
reticulo-endothelial system. 

If the theory of jaundice advanced by McNee and 
his coworkers is acceptable as a working hypothesis, the 
part played by the reticulo-endothelial system cannot 
be over estimated in this disease and the value of 
splenectomy is justified not only on an experimental 
physiologic basis, but on practical results. 

The frequent coincidence of cholelithiasis and hemo- 
lytic jaundice is an interesting observation recorded by 
Dr. Lewis which I am sure is overlooked by many. 
After all, a splenectomy is usually enough of a procedure 
at one sitting for a poor risk case such as some of these 
certainly are. 

While we are on the subject of jaundice, I should 
like to emphasize the value of determining with the 
‘aid of the clinical laboratory all available biochemical 
data. The van den Bergh is the most useful of these 
‘tests. It is, as you will recall, the utilization of the 
Ehrlich-diazo reaction, and it is of value in differentiat- 
ing the hemolytic from the obstructive types of jaun- 
dice, for in the first we obtain an indirect or delayed 
reaction, and in the latter (obstructive) we obtain a 
direct immediate reaction. McNee observes that the 
van den Bergh is more accurate and delicate than any 
test previously employed for detecting bilirubin in the 
blood stream. 

Clinicians discount this test either by the statement 
that the test is inaccurate, of no value, or merely scien- 
tific laboratory stuff. Such statements are often based 
on the lack of information of basic factors on which 
these biochemical tests are founded. 

The report of Dr. Lewis is interesting. The indica- 
tions are clear when once the syndrome of hemolytic 
jaundice is recognized. ‘Splenectomy should be done 
provided the patient has been adequately prepared by 
transfusion. Calcium salts intravenously or otherwise 
administered are neither indicated nor helpful in the 
preparation of the jaundiced patient as a preventive 
measure against hemorrhage. There is no present proof 
that a calcium deficiency factor exists in jaundice and, 
further, the harmful effects of intravenous calcium 
medication on the urinary output and its poisonous 
effect on the cardiac mechanism are appreciated at the 
present time. Bradycardia and other disquieting mani- 


festations from intravenous calcium medication should 
be sufficient to deter one from using this drug pro- 
miscuously in an empiric effort to control bleeding. 
The recent experimental work of Carr and Foote is 
recommended for careful perusal by any who doubt this 
last statement. 
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Dr. Gustav A. Pagenstecher, San Antonio, Tex—Jaun- 
dice as a symptom has been known since the earliest 
times of medicine. There are many forms of jaundice 
to which the human body falls heir. The type under 
consideration is one of which the exact etiology is not 
known. One school states that it is due to an over- 
active spleen; the other blames red blood cells of low 
resistance. 


Splenectomy is the method of choice in the treat- 
ment at the present time. The bile pigment, bilirubin, 
is the portion of the study that up to now has not 
been given the proper consideration. Frank Mann, of 
Rochester, has proven that most of the bilirubin is 
formed in the bone marrow, some small amounts being 
formed in the spleen and in the liver, as well as in the 
entire reticulo - endothelial system. He has further 
proven that that is the reason why, in the absence of 
all abdominal organs, bilirubin can be formed in nor- 
mal amounts. 

Since bilirubin is the underlying factor in hemolytic 
jaundice, the site of formation of this pigment should 
be considered in the effort to find the real cause and 
perhaps find a better line of therapeutic attack upon 
this medical enigma. 

The question arises, what is bilirubin? An excessive 
amount of bilirubin is the most evident characteristic 
of this disease. The biochemical interest in this pig- 
ment was aroused very early in the last century. In 
1805 Thenard distinguished two different elements of 
ox bile and a few years later Gmelin analyzed about 
twenty-two different substances. While searching for 
the structure of these substances, Platner and Verdeil 
succeeded in producing “crystallized bile.” We know 
today that these substances were bile acids. Since this 
discovery was made, only minor advances have been 
reported in this field. 

While Wieland and Windaus succeeded in gaining a 
deeper knowledge of the bile acids, it remained for van 
den Bergh to arouse a new interest in these substances 
through the discovery of his diazo reaction in the blood 
serum. We know today that higher values of a direct 
reaction speak for hepatic icterus, while higher values 
of indirect reaction are obtained in extra-hepatic jaun- 
dice as in hemolytic icterus, as Dr. Lewis has shown 
in his reported cases. 

The probable formula of bilirubin has been recog- 
nized during the last decade. It was Hans Fischer, of 
Munich, whose profound interest in the metabolism 
of bilirubin was aroused by the famous Friedrich von 
Mueller. Our present knowledge is founded on the 
basis of his research upon bilirubin, which, according 
to his findings, consists of four pyrrolerings bound in a 
ring form. Submitted to the processes of reduction 
and oxidation, the bilirubin of Fischer develops the 
same substances as are found in bilirubin metabolism 
of the body, namely, urobilinogen and urobilin. It is 
hoped that in the future more clinical attention will 
be devoted to these substances. 

What is our knowledge*concerning the chemical for- 
mula of the extra-hepatic bilirubin? According to 
Hans Fischer’s analysis, the product, which Virchow 
named hematoidin, consists also of four pyrrolerings, 
hut they differ from the ring form of bilirubin in that 
they are formed in chains. The products of oxidation 
and reduction are the same as those of bilirubin, 
namely, urobilinogen and urobilin. Fischer, Piloty and 
Thannhauser were able to analyze several portions of 
bilirubin which were partially identified with hemin. 
Hemin consists also of four pyrrolerings, but it has one 
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jron molecule. Wildstaetter and Stoll discovered the 
structure of chlorophyl, which probably consists of 
pyrrolerings and a magnesium molecule. We have 
learned through all this research the principal relation- 
ship between hemoglobin, bilirubin and chlorophyl. 


Differential diagnosis of hemolytic icterus is partially 
established by the findings of increased urobilinogen 
and urobilin in the urine, without discoloration of the 
feces, since the liver absorbs excessive amounts of 
bilirubin, or destroyed hemoglobin, from the blood 
plasma which never passes through the liver cells in 
this disease. 

Pathologically, the cells of the liver may show cloudy 
swelling or atrophy, but there is no widespread necrosis 
and the bile ducts are patent, while the findings of the 
hepatic form of jaundice are either obstructed bile 
ducts or there is necrosis of the liver cells. In this 
form of jaundice it is therefore possible that all the bile 
and other products of the liver can escape into the 
blood stream and into the urine. The laboratory find- 
ings of both forms of icterus are therefore quite re- 
versed. 

This all shows us that we are just beginning to un- 
derstand the physiology and the biochemistry of these 
pigments. The future might teach us that splenectomy, 
as practiced today, is not the specific treatment. This 
disease will probably be treated from the standpoint 
of internal medicine. 


Dr. Lewis (closing) Among the known facts and 
one of the most constant findings of this disease entity 
is an increased fragility of the red blood cells. The 
most probable cause for this increased fragility is to be 
found in a perversion of the function of the bone mar- 
row, which produces these cells. One of the most sur- 
prising conditions in this disease is the lack of any 
pathologic changes in the spleen or reticulo-endothelial 
system. It is true that we have no explanation for 
the cyclic nature of this disease, and that the patho- 
genesis remains a matter of conjecture. 


CANCER OF THE ANAL CANAL* 
A SURVEY OF TWENTY-FIVE CASES 


By Curtice Rosser, M.D., F.A.CS., 
Dallas, Texas 


The anal canal, described by Gray as begin- 
ning at the level of the apex of the prostate and 
ending at the external orifice, is that terminal 
portion of the lower bowel which forms an angle 
with the lower rectum, is narrowed by the sphinc- 
ters and levatores, and is the site of the common 
anal disorders. The channel is divided by the 
dentate line into an upper portion lined with 
cylindric celled mucosa, innervated by sympa- 
thetic and sensory nerves, and fed by branches 
of the superior hemorrhoidal artery; and a lower 


*Read in Clinical Session, Surgical, Southern Medical Associa- 


tion, Twenty-Eighth Annual i i 


*From the Department of Proctology, Baylor University Col- 


lege of Medicine, Dallas, Texas. 
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squamous celled portion, the anus, where sensory 
nerves predominate and the blood and lymphatic 
supply enters laterally, rather than from above. 
The two portions are, however, so integrated in 
function, in pathological manifestations, and in 
geographical relationship as to form together a 
distinct anatomical and physiological entity. 


Anatomical relationship frequently influences 
the development of tumors of the gut, particu- 
larly where there are definite interruptions of 
the structure of the intestinal wall or where, 
by reason of constriction and angulation, trauma 
is of constant occurrence. Although general opin- 
ion still locates the majority of rectal cancers 
in the ampulla, where angulation does not exist 
except from the valves of Houston, it is becom- 
ing apparent that most rectal cancers will be 
found to originate in either the narrow recto- 
sigmoid canal by which the bolus enters the 
rectum, or in the anal canal by which it makes 
its exit. 


Tuttle, in 1903, reported that 67 per cent 
of his rectal cancers were in the rectosigmoid; 
Rankin? recently observed in the study of the 
resected specimens on 100 cases of rectal cancer 
that 69 per cent of the tumors occurred in the 
rectosigmoid. I have investigated the percentage 
of rectal cancers originating in the anal canal 
in a group of seventy-five cases from my own 
service at a Dallas hospital (Baylor). I was 
interested to find that careful proctologic study 
and examination of resected specimens demon- 
strated that in this group nineteen, or 25.3 per 
cent of the growths apparently had their origin 
in the anal canal. This figure, of course, is based 
on the broad anatomical conception of the pars 
analis recti, hitherto described. A striking dif- 
ference exists between these statistics and those 
given by Buie* concerning malignant anal lesions 
of epithelial origin in which the incidence of 
primary lesions of the anus, as compared with 
the total number of carcinomas which could be 
detected by the proctoscope, was 1.73 per cent. 
This very low figure resulted from including in 
the gross total sigmoid, as well as rectal lesions, 
and excluding from the group designated “anal 
cancers” all except squamous celled neoplasms 
found in the anus proper. 

Correlation of Dr. Rankin’s observations on 
cancer of the rectosigmoid with my own in 
connection with the incidence of neoplasm in 
the anal canal immediately implies that each 
series contained a disproportionately high per- 
centage of neoplasm in one particular location, 
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a statistical error which will be corrected by ob- 
servation on larger groups, but does suggest that 
cancer of the ampulla is not the most frequent 
rectal neoplasm and that angulation, constriction, 
and fecal impact are possible etiologic factors. 


The present report is based on a careful study 
of a ten-year group of cases of neoplasm occur- 
ring in the anal canal. Instances where biopsy 
or follow-up observation was unobtainable were 
excluded. 

Thirteen of these twenty-five patients were 
females. Twenty-four per cent of the cases were 
under 41 years of age and 56 per cent were 
under 51 years. In thirteen of the twenty-five 
cases the malignancy was found above the den- 
tate line. In eight it was below the dentate 
line, and in one it was present on the dividing 
line. Eight of the cases were determined by 
section to be squamous celled cancer. Of these 
four were found implanted in the cylindric celled 
mucosa of the upper anal tissues above the den- 
tate line; seventeen of the cases had adenocar- 
cinoma. It was interesting to discover that in 
six of these the neoplasm was present below 
the dentate line implanted in squamous epithe- 
lium. 

The association of benign lesions with the 
malignancy was carefully observed, and in 
twenty-one of the patients (84 per cent) some 
benign pathologic condition was discovered, fis- 
tula being present in eleven, hemorrhoids in 
eight, polyp in one, and cryptitis in one. In 
thirteen of the cases we had every reason to 
believe that the benign lesions were primary and 
that the development of the malignant process 
was at least partially induced by chronic irrita- 
tion present over a period of years. 

Buie* states that the benign lesions were 
found in intimate association with the neoplasm 
in thirty-four of fifty-one cancers of the anus 
observed by his group, which data he believes 
supports the hypothesis which I* advanced before 
the American Medical Association in 1930, that 
previous chronic infection and irritation is a 
predisposing cause of anal carcinoma. 

Symtomatology.—Pain was the predominant 
and presenting symptom in 60 per cent of the 
cases. In only two cases was constipation def- 
inite enough to be given as a presenting symp- 
tom, although six of the total number mentioned 
constipation as a part of the syndrome. Blood 


was a presenting symptom in two patients only, 
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although sixteen of the cases had noted hem- 
orrhage, usually a streak of blood on the stool 
or paper. 

It will be seen that the symptoms vary con- 
siderably from those of cancer of other portions 
of the colon. Cancer of the right colon produces 
anemia as its earliest symptom, obstruction being 
a late development because of the fluid quality 
of the stool. Cancer of the left colon presents 
a symptom complex marked by constipation in 
two-thirds of the cases and diarrhea in one- 
fourth. Growths of the rectosigmoid become 
annular and obstructive much earlier than neo- 
plasms of other colonic areas, and the syndrome 
present is usually intermittent gross hemorrhage 
and intermittent obstipation. In persons with 
cancer of the rectal ampulla the earliest symptom 
is a sense of discomfort in the rectum which is 
not relieved by defecation; bleeding and consti- 
pation are present in increasing degree. 


It will be observed that in none of these loca- 
tions is there localized pain, although abdominal 
discomfort from retained flatus is common. The 
almost universal local pain which is the present- 
ing symptom of anal tumor is therefore of con- 
siderable diagnostic significance. The absence 
of definite constipation in 76 per cent of the 
cases was a surprising observation. It would 
also be expected that a lesion producing as one 
of its earliest symptoms definite local discom- 
fort could be discovered more quickly than a 
comparatively silent internal neoplasm. In the 
group of cases under discussion, however, the 
average duration of symptoms was nine months, 
almost as long an interval as we are accustomed 
to in connection with ampullary or rectosigmoid 
malignancy. As in six of the twenty-five cases, 
the patient’s only symptoms were those of the 
primary benign lesions (draining fistulous tracts, 
protrusion, bleeding) to which the patient was 
inured by long experience, it was impossible in 
this group to determine the definite time of onset 
of the malignancy. 


Perineal resection under spinal anesthesia was 
done in ten cases. Two patients died in the hos- 
pital, two died later, one from recurrence. The 
six remaining are alive and without evidence of 
recurrence after periods varying from eight 
months to eight years. Local excision and radia- 
tion was resorted to in five cases, radiation alone 
in four. Of these nine cases recurrence has fol- 
lowed in eight, although three cases had relief for 
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periods varying from eighteen months to four 
and one-half years. Deep x-ray therapy is quite 
effective in controlling inguinal metastasis. Pal- 
liative colostomy was performed in four cases; 
several of the irradiated cases would have been 
much more comfortable had colostomy been done 
in conjunction with the radiation. One low 
grade malignant papilla was excised with the 
cautery and has remained well for one year. 


Comment.—The end results in these twenty- 
five cases are obviously unsatisfactory. It has 
been seen that only eight are alive and without 
evidence of recurrence, and the time elapsed in 
several of these is too short to permit undue 
optimism. We believe that late diagnosis and 
election by the patient or ourselves of insuffi- 
ciently radical surgery constitute two deterrent 
factors. The patient too often feels that a lesion 
in the anal canal is simply the “rectal trouble” 
from which all his neighbors suffer, and there- 
fore postpones applying to his physician for diag- 
nosis. When he does apply it is a still more 
unfortunate fact that his physician may take 
the same attitude. A lesion so accessible should 
of course permit much earlier diagnosis, although 
biopsy may have to be used more frequently to 
detect malignant changes in previously benign 
tissue. Too optimistic reliance on radiation alone 
or combined with local excision, rather than very 
wide resections, has unquestionably been detri- 
mental from the standpoint of final results. 


SUMMARY 


Evidence is presented that a large percentage 
of rectal cancers occur in the rectosigmoid and 
anal canals. 

An analysis of twenty-five cases of neoplasm 
in the anal canal shows that the majority are 
under fifty-one, that 84 per cent have associated 
benign lesions, that both squamous cancer and 
adenocarcinoma are found, and that either type 
may be present above or below the dentate line. 
Pain was present in practically all cases and was 
the presenting symptom in 60 per cent. In 24 
per cent the only symptoms were those of an 
ancient benign lesion. Constipation or bleeding 
were presenting symptoms in the minority. 

The results of radiation therapy have been 
quite disappointing in both pathological varie- 
ties of neoplasm involved, but helpful in con- 
trolling inguinal metastasis. 


Earlier diagnosis, by biopsy, if necessary, and 
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more radical surgery may be expected to im- 
prove the end results. 
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THE REPAIR OF SURFACE DEFECTS, 
FROM BURNS AND OTHER CAUSES, 
WITH THICK SPLIT SKIN 
GRAFTS* 


By James BarrETtT Brown, M.D., F.A.CS., 
Vitray Papin Brarr, M.D., F.A.CS., 
and 
Louis T. Byars, M.D., 

St. Louis, Missouri 


Paper appeared in JourNAL last month (May 1935), 
pages 408-415. Discussion omitted through error. 


DISCUSSION (Abstract) 


Dr. Neal Owens, New Orleans, La—We are particu- 
larly fortunate in having the split graft and its devel- 
opment presented by Dr. Brown, for it was largely 
due to the efforts of Drs. Blair and Brown that atten- 
tion to the possibilities of this graft was first called 
in this country. Since their comprehensive paper on 
“The Split Skin Graft,’ in 1928, this particular graft 
has been increasingly popular. It has also been due 
largely to their efforts that many points in the technic 
of removal and application of the split graft have been 
made, thus enabling many of us who are less adept 
in the handling of it to use it with a larger degree of 
success. The evolution of the split graft in their hands 
has been exceedingly interesting and successful and to- 
day, as a result of their experience, it has replaced 
many of the more formidable procedures with results 
that are equally good. 

I feel that Dr. Brown’s point in emphasizing the ex- 
treme care necessary in the fixation of this graft is 
well taken. It is here more than at any other one 
place that success or failure of the graft can occur. 
On applying pressure to a moist sea sponge dressing I 
attempt to follow the principle of pressure suggested 
by Ferris Smith, making pressure approximately the 
equivalent of 30 mm. of mercury. It is, of course, 


*Read_in Section on Surgery, Southern Medical Association, 
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not practical to record pressure applied to a moist sea 
sponge accurately by means of a manometer, but it is 
possible, by care and practice, to apply pressure which 
is relatively constant and which fairly accurately ap- 
proaches those limits advised by Smith. 


The use of the stent is helpful in enabling one to 
apply even pressure to a given area, particularly where 
the application of a sea sponge is cumbersome. The 
stent in these areas serves two purposes: it gives an 
even distribution of pressure if the bandage is prop- 
erly applied; and it brings the surface of the graft 
intimately in contact with the entire surface of the 
area to be grafted, for when properly taken the stent 
records the minutest undulation in the topography of 
the area to be grafted and, as a result, insures perfect 
approximation at all points. I have found its use quite 
helpful in applying grafts to lower eyelids and denuded 
areas between the fingers. 

Easy penetration of the split graft by lymph and 
body fluids greatly enhances the viability of the graft 
during the early stage of its application and, therefore, 
results in a high percentage of “takes.” It is this 
latter factor which mages one elect to use this graft in- 
stead of the full thickness in many instances, for in 
the latter lymph penetration is not easy, thereby making 
the full thickness type more dependent upon the capil- 
lary anastomosis which does not begin earlier than 
twenty-two hours. 


The durability of the split graft is probably greater 
than is generally known. I have seen this graft applied 
to the palm of a non-laboring man following excision 
of a severe x-ray burn without materially affecting his 
routine. Under the normal stress of his vocation the 
graft showed no tendency to become unstable. 


Cases requiring excision of operable carcinomata in 
elderly people afford excellent opportunities for the 
use of the split graft. These older people commonly 
show a marked lowering of vitality and consequently 
do not stand a great amount of shock. Due to the 
quickness with which this graft can be removed and 
applied, I am sure we are able to salvage many of 
these patients who otherwise would not stand a more 
formidable procedure. Areas of lupus, where excision 
with eradication of the lesion is feasible, offer another 
series of cases in which this particular graft can be 
judiciously used. 

Whereas I heartily agree with Dr. Brown regarding 
the application of the split graft for the indications 
mentioned and share in the enthusiasm for it, I do not 
feel that it replaces the full thickness graft and the 
pedicle skin transplants in those cases where the latter 
two are definitely indicated. 


Dr. H. L. D. Kirkham, Houston, Tex—The more the 
thick split grafts are used, the greater their field of 
usefulness becomes, and the more enthuiastic does the 
surgeon become concerning them. 


Dr. Brown has mentioned that they are known vari- 
ously as “thick split grafts,” “thick Ollier-Thiersch 
grafts,” and “razor grafts.” This, I believe, is a mistake, 
inasmuch as the true thick split graft has fields of use- 
fulness for which the Ollier-Thiersch is absolutely in- 
adequate, and again all razor grafts are not thick splits 
by any means, therefore it is wiser in order to avoid 
confusion to regard these apart from other grafts. 


Dr. Brown omitted to say that these grafts are su- 
tured in their beds and careful suturing with reinforc- 
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ing mattress sutures so that the edges overlap is a 
quite important part in the technic of handling them. 
It has been found that spreading the grafts on wet 
cellophane after they are cut, and cutting the cellophane 
to fit the graft, makes their transference to their bed 
much easier. 


There is one point not mentioned in the paper which 
is of particular importance to us in the South, and 
that is the problem of pigmentations in grafts, espe- 
cially in the races with pigmented skin. As far as I 
know, there is nothing that can be d6ne about it, and 
it is true these grafts have a greater tendency to pig- 
ment than the full thickness, and it is for this reason 
that their use on the face has not been as satisfactory 
as was at first hoped. 


If one could perfect himself in only one kind of skin 
grafting, he could do no better than to use the thick 
split which, while it has limitations and contraindica- 
tions, is more satisfactory and can be more widely used 
than any other type. 


Dr. Brown (closing) —When a skin graft fails, or 
when it successfully “takes,” after it has been trans- 
planted, is not definitely known, and there may be 
great variations in the time limit in different patients. 
It is definitely known that free, full thickness grafts 
may be preserved several days in a refrigerator and 
then used successfully. This has been done repeatedly 
experimentally, and, in March, 1931, I applied a large 
full thickness graft to the neck that had been in the 
refrigerator forty-eight hours, and obtained a complete 
take and survival of the graft. This is not an accept- 
able method of doing a skin graft, but it shows that the 
full thickness graft can remain viable over a period of 
days, and this method of delayed transfer may occa- 
sionally be useful. In this instance, the patient had 
gone into shock before the graft could be applied and, 
as it was a very large one, it was thought advisable to 
risk using it forty-eight hours later rather than losing it 
outright. In 1927, we transferred full thickness grafts 
from a fetus several hours after death to two patients 
and obtained a complete take in one and a partial take 
in another. Although, as usual, the homografts were 
completely absorbed in three weeks, it was thought 
evident that the skin of the dead fetus had remained 
viable for some hours. Since these experiences we 
have done a delayed transplant of free grafts many 
times, but have arrived at no definite time limits of 
viability. The observations are all of interest in relation 
to the actual “take” of a skin graft. The method of 
delaying free autogenous skin grafts can necessarily not 
be of very great clinical application, especially in the 
use of split grafts, because they can be cut so rapidly 
that obtaining them adds but a minimum amount of 
time to any operative procedure. ; 

We think that sewing grafts in place is an essential 
step, and we always do so unless they are put on with 
wax forms or gauze or sponge rolls over which sutures 
from the edges are tied. In many instances, we have 
been able to get better applications of grafts to the 
surface with marine sponge pressure than by any other 
method, and, in other instances, as in grafting eyelids 
and the inside of the mouth, the wax form or stent 1S 
the most accurate. Neither method of fixation is unl- 
versally applicable, but for the type of repairs that we 
do, the sponge is used much oftener than wax forms. 


Split grafts can, of course, never entirely replace full 
thickness grafts and pedicle flaps, but where split grafts 
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can be substituted, there is a tremendous saving to the 
patient. 

Dr. Kirkham’s mention of pigmentation brings up a 
most unpleasant subject to deal with in skin grafting 
of exposed surfaces, especially, of course, the face. We 
have not been able to make any worth while contribu- 
tions to the subject, in spite of a close study of many 
cases and many microscopic sections. It seems possible 
that there is no change in the actual amount of pig- 
ment in a graft, but, if the graft is stretched, it is apt 
to become white; if such an adequate amount has been 
put in that it remains loose, the existing pigment makes 
it appear darker. However, the increase in depth of 
color of grafts in negroes, which is frequently noted, is 
somewhat against this idea. 


PROLIFERATIVE LESIONS OF THE 
FEMALE URETHRA* 


By H. W. E. Wattuer, M.D., 
and 
R. M. Wittoucusy, M.D., 


New Orleans, Louisiana 


True neoplasms of the urethra are compara- 
tively infrequent. Even vascular caruncle is an 
unusual finding. Carcinoma is still more rare, 
a perusal of the literature revealing only about 
150 authentic cases. 

It is fairly well understood among urologists 
that in many instances of so-called bladder trou- 
ble in women the lesion producing symptcms 
originates at or near the urethral meatus. The 
term “lesion” is used here as describing any mor- 
bid structural change. Some of the diseased 
processes found in this region are not considered 
by pathologists as new growths. This is partic- 
ularly true of caruncle. 

As we know, caruncles, or angiomas, are poly- 
poid outgrowths of the mucosa of the vestibule. 
They are red, highly vascular and exquisitely 
tender to outside irritation. They are usually 
single, but may be pedunculated and _ lobular, 
giving the appearance of a multiple growth. 
They are covered with epithelium of a differen- 
tiated type and the base is usually well infil- 
trated with round cells. The coils of cells may 
be so infolding as to resemble carcinoma. How- 
ever, the arrangement of the cells is so regular 
and uniform in outline that benignity or malig- 
nancy can readily be diagnosed by a competent 
pathologist. Caruncles present symptoms of ex- 
treme tenderness during micturition out of all 
Proportion to their size or appearance. The 


*Read in Section on Urology, Southern Medical Association, 


Twenty-Eighth Annual Meeting, San Antonio, Texas, November 
13-16, 1934, 


SOUTHERN MEDICAL JOURNAL 531 


tendency toward recurrence after removal is 
quite noteworthy. True neoplastic changes may 
occur, especially after chemical injury, as was 
observed in Case 8436, where, after three at- 
tempted removals with the actual cautery, the 
lesion recurred. Here the pathologist was at a 
loss to determine the actual status of the section 
on final resection by our method. 


Urethral caruncles or papillary angiomas often 
persist for indefinite periods without being de- 
tected. This is particularly true where the lesion 
is situated behind a stenosed external meatus. 
Some writers describe them as vascular polyps, 
arising from the inferior half of the external ori- 
fice, being outgrowths of the mucous membrane, 
suppcsedly produced by trauma (repeated child- 
births) or infection (gonorrhea). 

A study of recent literature on the subject 
reveals most forcefully the chaotic state into 
which discussion of the lesion, commonly recog- 
nized as caruncle, has drifted. To many writers, 
the terms caruncle, polyp, papilloma, condyloma, 
angioma or varix are used interchangeably as 
meaning the same thing. Whether the blame 
for such confusion rests with the pathologists for 
not defining clearly the salient features in mi- 
croscopic differentiation, or with the clinicians 
in their failure to train themselves properly in 
gross pathology, we are unable to say. 

Sections of material removed have been re- 
ported by Olcctt! as revealing compound acinar 
glands similar to those described by Skene; he 
warns against mistaking such lesions for carci- 
noma because of the marked infolding of the 
epithelium noted in sections. 

At times caruncles entail no end of suffering 
on the part of patients so afflicted. Repeated 
administrations of urinary sedatives orally nat- 
urally fail to bring about the needed relief. Only 
by a thorough examination of the external geni- 
tals will such outgrowths be detected so that 
precedures can be directed at their destruction. 
Few cases have been reported where such lesions 
have undergone malignant degeneration, but 
when not thoroughly removed they have a ten- 
dency to recur promptly. 

Cysts of the female urethra are being ob- 
served more frequently because more attention 
is being directed to this portion of the urogenital 
tract in women. They are usually brought about 
by occluded urethral glands and are often the 
result of inflammation. 

Cysts of Skene’s glands are self-explanatory, 
being dilatations of the glands themselves due 
to inflammatory blocking of the ducts. Finding 
the duct and destroying the base with diathermy 
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"currents has been var method and so far there 
have been no “backfires” from this procedure. 


Fibromas of the urethra are very rare, none 
being encountered in our series. They are simi- 
lar in all respects to myofibromata found else- 
where. 

A prolapsed urethra, either congenital or ac- 
quired, can produce symptoms equally annoying 
to any of the above pathologic lesions, but the 
diagnosis should not be difficult. Passing a 
catheter within the meatus will replace the 
everted mucosa and underlying structures; after 
the catheter is removed the prolapse will not 
immediately resume its former position. 

Carcinomas, as we stated at the beginning, 
are rare but not quite so infrequent as was sup- 
posed, and when they occur it is sometimes quite 
difficult to determine whether the origin is in 
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the urethra or adjacent membrane. It is well 
established that they arise either from the in- 
ternal portion of the external urethral orifice or 
from Skene’s glands. They may become everted 
or inverted. The everting type is the more 
common, appearing at the orifice and rapidly 
invading the para-urethral tissues. Rarely does 
it ever invade the vaginal mucosa. These carci- 
nomas metastasize early to the pelvic lymph 
nodes. The first symptoms noted are frequency, 
painful urination, later hematuria, and lastly, 
pelvic pain. The literature reports no cases un- 
der the age of 45. If the growths originate from 
the mucosa of the urethral floor they are very 
rapidly growing and have metastasized when 
recognized by the physician. The successful 
treatment of this distressing condition is 
achieved only by early diagnosis; radical scalpel 


Table 1 
LESIONS OF FEMALE URETHRA WITH PATHOLOGICAL FINDINGS 
Z 3 8 Patho! 
a 5 
4419 | 53 | M. NoC. 4 mos. None third | Removed Precancerous state of caruncle 
time 
9156 | 52} M.NoC. 6 mos. Cystic No Cautery Fibrosis and smooth muscle tissue surrounding a few 
cervicitis cystic glands 
10760 | 33 | M. NoC. 3 years | None No Radio loop; Papilloma of urethra 
radium 
13478 | 58 | M. NoC. 1 year None No Removed Prolapse of urethral epithelium with subacute and chronic 
inflammation 
21973 | 45 | M. NoC. 4 mos. None No Radio loop; Areas of acini suggesting precancerous stage, urethral 
radium caruncle 
26371 | 39 | M. NoC. 6 mos, None No Excised Papilloma of urethra 
29365 | 60] M.C. 1; 1 year Chr. cystic No Radio loop Cysts of Skene’s glands 
1 abor. cervicitis 
32399 | 51 | M. NoC. 2 years | None No po of Ur; Hyperplasia of epithelium suggestive of early carcinoma 
ium 
34758 | 65| M. NoC. 3 years | None Yes Radio loop; Acute and chronic inflammation with islands of epith 
radium cells, characteristic of basal cell carcinoma 
40028 | 65 | Single 2 years | Retroverted No Cautery Urethral caruncle; not malignant 
uterus 
43142 | 10| Single 2 mos. Pyelitis No Excision Papilloma, acutely infected 
(Diathermy) 
43382 | 56 * C. 2; 5 years None No Removed Cyst of urethral glands; subacute and chronic urethritis 
misc. 
46093 | 56| M.C.3 1 year Diabetes No Removed Papilloma of urethra, acutely infected 
mellitus 
47839 | 76 | M. 12 C. 6 mos. Polyp at No Radio loop; Transitional cell carcinoma 
bladder neck radium 
47848 | 49|M.C.5 6 mos. None No Radio loop; Acute and chronic infl. tissue with groups of transitional 
2 misc. radium cells suggesting carcinoma 
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removal is not always satisfactory, and it may 
leave the patient incontinent. 

A number of cases of carcinoma of the female 
urethra have been reported lately. Counseller 
and Paterson” collected reports of 136 cases, 12 
of which had been observed at the Mayo Clinic. 
Folsom® has called our attention to the presence 
of glandular acini in the periurethral area; these 
might easily undergo inflammatory change and 
be the forerunner of cancer. The prognosis here 
is most gloomy. Whereas Phillips and Douglas* 
advocate radical surgical excision for urethral 
malignancy, we have found that high frequency 
loop extirpation, followed by applications of ra- 
dium and deep x-rays, offer the best and the 
most lasting results. In dealing with this type 
of tumor, cystoscopy should be done to rule out 
extension of the growth to the vesical trigone. 


In advanced cases metastases to the inguinal or 
pelvic lymph nodes should be sought for. 


The many reports received in personal com- 
munications from leading urological clinics 
throughout the country as well as a study of 
the series herewith reported reveal the fact that 
many of the proliferative lesions of the female 
urethra removed and studied microscopically 
show either malignant or premalignant changes. 
A warning, therefore, should be sounded against 
the removal of such lesions by the haphazard 
methods often employed (actual cautery, and 
so on), without submitting biopsy specimens to 
the pathologist in every instance. It is only by 
routine studies that the actual incidence of ure- 
thral carcinoma in women can be determined. 

During the past eight years 35 proliferative 
lesions of the female urethra have been treated 
at the Southern Baptist Hospital. The age of 


Table 2 
LESIONS OF FEMALE URETHRA WITHOUT PATHOLOGIC STUDY 
ce 
< 20 ar 
60 31 M.NoC. | 3 weeks Retroverted uterus No Cautery 
2945 67 M.NoC, | 1 mo. None No Removed 
5428 47 M.NoC. | 7 mos. Fissure of anus No Cautery 
8436 55 M.NoC. | 2 weeks None 3rd time | Cautery 
9682 47 ye C. 2; 3 years Chronic cystitis; stricture of urethra No Cautery 
misc. 
10119 25 M. C. 3; Not stated | Cystitis; pyelitis No None for caruncle 
3 misc. 
10607 60 M. No C. | 6 weeks None No Advised cautery 
10647 44 M.NoC. | 7 mos. None No Cautery 
10865 30 M.NoC. | Not stated | Endocervicitis; vaginismus No Cautery 
14891 35 M.NoC. | 5 mos. None No Diathermy 
23658 27 M.NoC., | 3 mos. Endocervicitis; kink, right ureter No Diathermy 
24197 35 M. NoC. | 5 mos. None No None 
24264 51 M.NoC. | Not stated | Hydronephrosis; stricture right ureter No Cautery 
25551 41 M.NoC. | 4 mos. Chr. cervicitis; chr. salpingitis, left; relaxed perineum; | No Excision and 
left ovarian cyst cautery 
26849 52 M.NoC, | 11 mos. None No Died 
27048 70 M.NoC, | 3 mos. Urethritis No Not mentioned 
27827 50 M.NoC. | Not stated | Chronic endocervicitis No Cautery 
34079 26 M.NoC. | 6 weeks Chronic cervicitis No Removed 
35562 65 M.NoC. | 8 mos. None No Diathermy 
39561 75 Single 5 mos. None No Diathermy 
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the youngest patient was 10; the oldest 76. 
Thirty-two, or 91.4 per cent, were married; 3, or 
8.5 per cent, were single. Only 7, or 21.9 per 
cent, of the married patients had borne children. 
In no instance was Neisserian infection recorded. 
The duration of symptoms varied from 3 weeks 
to 5 years. While recurrence is recorded in only 
3 cases in the series, it is not improbable that 
the actual figure was much greater, for unless 
patients are interrogated most carefully the deter- 
mined incidence of return of lesions improperly 
treated is of little value. In two of the three 
noted recurrences, the lesion was being treated 
for a third time. In only 15 of the 35 cases was 
any tissue submitted to the pathologist for diag- 
nosis. We must, therefore, estimate the ratio 
of malignancy in this clinical review from the 
15 patients upon whom biopsy was done. Four 
cases were diagnosed carcinoma and 2 precan- 
cerous caruncle, making a total of 6, or 40 per 
cent, of the lesions sectioned to be grouped as 
malignant. This leaves 9, or 60 per cent, classed 
as benign. There were 4 papillomas, 3 cysts, 1 
prolapse of the urethra and 1 caruncle.  Al- 


though this series is not pretentious, it neverthe- 
less emphasizes the need for uniform biopsy 


study. Lesions in which 40 per cent of micro- 
scopic findings demonstrate malignancy, demand 
serious consideration. 


The procedure that has proven most satisfac- 
tory with us in the removal of these proliferative 
lesions might be stated briefly: under local pro- 
caine hydrochloride infiltration, or with general 
anesthesia in more extensive processes, a trac- 
tion suture is passed deeply through the base 
of the mass in order to bring it clearly to view. 
A radio cutting loop of just sufficient size to 
encompass the tumor is then threaded over the 
traction suture, brought firmly in contact with 
the base of the lesion and the cutting current 
applied. An attempt is made to scoop out the 
base so effectively that all of the growth is re- 
moved. Bleeding is controlled with the coagula- 
tion spark. This plan has been practiced upon 
malignant as well as benign lesions with uniform 
satisfaction in our series. In dealing with a 
contracted meatus, dilatation with a Kelly cone 
will usually suffice; where this fails, meatotomy 
is carried out with a small radio knife. This 
operation preserves the biopsy specimen for 
pathological study. Where malignancy is re- 
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ported, radium therapy is practiced to the site 
of the resection and deep x-ray to the pelvic 
glands where metastases are suspected. 


CONCLUSIONS 


(1) Many cases of so-called “bladder irrita- 
bility” in women are due to proliferative lesions 
of the urethra. 


(2) Approximately 40 per cent of such lesions 
are either cancer or potentially malignant proc- 
esses. 


(3) The radio cutting loop resection followed 
by radium and deep x-ray therapy offers the best 
results. 
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DISCUSSION (Abstract) 


Dr. E. G. Ballenger, Atlanta, Ga.—As years go by we 
shall see that there will be less and less treatment for 
cystitis in women and more and more treatment of 
urethral lesions, strictures, and so on. If careful diag- 
noses are made, it is quite surprising to see how few 
women have chronic cystitis and how many have ure- 
thral lesions and strictures. We older men remember 
quite well how, in the fairly distant past, bladder, ure- 
thral and prostatic disorders in men went through the 
same change that such affections are now going through 
in women. Such studies and papers as that just pre- 
sented will hasten the arrival of the time when we 
shall regard chronic cystitis not as a disease, but as a 
symptom which demands a correct diagnosis. Treat- 
ment then will be much more effective; the patient re- 
lieved and the physician pleased. 


Dr. B. W. Turner, Houston, Tex—This subject has 
been one of extreme interest to us for a number of 
years, and we agree in regard to the method of treat- 
ment described. 


The fulguration method of removal has been most 
effectual in the majority of cases. There are cases In 
which, even though this method is used, a tendency 
of the lesion to return, particulary at the meatus, 1s 
noticed. In such cases we have found that a very 
small, unscreened dose of radium works well; a 10- 
milligram plaque with cardboard screen, applied 10 or 
15 minutes, and repeated at monthly intervals, if nec- 
essary. 
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SIGMOID DIVERTICULITIS AND URI- 
NARY TRACT INFECTION: 
CASE REPORTS* 


By Rosert E. Cone, M.D.,t 
Galveston, Texas 


Sigmoid diverticulosis is relatively common. 
Radiographic records and postmortem evidence 
indicate an incidence of 5 to 10 per cent in per- 
sons over forty years of age. Inflammation of 
these intestinal pouches would seem a probable 
consequence. A few instances of urinary tract 
involvement by direct extension from inflamed 
diverticula have been recorded. Dr. Arthur L. 
Chute, of Boston, encountered three patients pre- 
senting bladder irritability as the result of in- 
flamed sigmoid diverticula, and refers to an- 
other who developed a vesico-colic fistula fol- 
lowing inflammation and adhesion of a sigmoid 
diverticulum to the bladder. Secondary infec- 
tion of the urinary tract due to intestinal diver- 
ticulitis has received little comment. J. Lock- 
hart Mummery, in a description of the symp- 
toms of sigmoid diverticulitis, states that “there 
is a group of patients in whom symptoms are 
those of a chronic toxemia with cholecystitis, 
which probably represents secondary infection.” 
We are presenting herewith three instances of B. 
coli urinary tract infection which were coinci- 
dent with and apparently the result of sigmoid 
diverticulitis. 


Case 1—Mr. Chas. P., aged 43 years, was seen at the 
request of Dr. E. S. McLarty during an acute renal in- 
fection of the colon bacillus type. Response to the usual 
treatment was slow, in spite of an anatomically normal 
urinary tract. He complained of soreness of the left 
abdomen and was constantly tender in this location after 
his temperature and urinary symptoms subsided. He 
stated that he had always been constipated and that 
since childhood he had been subject to recurring at- 
tacks of cramp-like pain in the lower abdomen, particu- 
larly on the left side. Radiographic examination after 
a barium enema revealed sigmoid diverticulosis. The 
occurrence of peritonitis with marked tenderness and 
rigidity over the left lower abdomen five weeks after 
the onset of his acute renal infection suggested diverticu- 


litis with perforation and prompted laparotomy. The- 


entire sigmoid and lower portion of the descending 
colon were involved in a large suppurative inflamma- 
tory mass. The intestinal wall was greatly thickened 
and edematous. Colostomy was performed above the 
involved portion of the bowel and the abscess drained. 
Convalescence was satisfactory. The colonic fistula 


*Read_ in Section on Urology, Southern Medical Association, 
Annual Meeting, San Antonio, Texas, November 


tAdjunct Professor of Urology. University of Texas. 
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closed promptly and he returned to work after about 
six weeks. His urinary infection cleared without fur- 
ther treatment and to date, fifteen months later, there 
has been no recurrence. 


In this case the following sequence seems 
likely: sigmoid diverticulosis, diverticulitis, renal 
infection, perforation of inflamed diverticulum 
resulting in localized peritonitis with abscess for- 
mation. 


Case 2.—Mrs. Dora S., aged 56, was seen with Dr. 
C. T. Stone because of left lower abdominal pain of 
increasing severity for two days. Her history indicated 
that she had not been feeling well for a week. Two 
days before admission she had an acute lower abdominal 
pain followed by vomiting. Urinary frequency and 
dysuria had been prominent since the onset. She had 
had two previous less severe attacks many years be- 
fore. The temperature was 100.6° F., the pulse 100. 
The lower abdomen was tender, somewhat more so on 
the left, and muscular spasm was definite. The urine 
contained a trace of protein and numerous pus cells. 
Bacteriologic examination was not made at this time, 
but the gross hazy and shimmering appearance was 
suggestive of bacilluria. Blood showed leukocytosis 
13,000 with 85 per cent polymorphonuclears. The ab- 
domen was opened with the diagnosis of peritonitis pos- 
sibly due to left-sided appendicitis. The appendix was 
normal. There was no inflammation about the cecum. 
Near the left pelvic brim the sigmoid was surrounded 
by a mass the size of a large orange, made up of 
loops of small intestine, plastic exudate and omentum, 
and containing thick greenish yellow pus. There were 
several small diverticula above the non-inflamed bowel 
and two or three were visualized in the abscess area. 
The abdomen was closed with drainage. Recovery was 
uncomplicated and follow-up examination three months 
later revealed only an occasional pus cell in the voided 
urine, without subjective symptoms. 


In this patient the urinary infection was rel- 
atively mild, occurred with the development of 
diverticulitis, and cleared when the bowel in- 
flammation subsided. Although Bacillus coli 
was not demonstrated, bacilluria seems quite 
probable. It is also likely that severer urinary 
infection might have resulted if there had been 
an anatomical lesion in the urinary tract. 


Case 3—Mrs. A. J. W., aged 43, seen at the request 
of Dr. G. W. N. Eggers because of pain in the left kid- 
ney region, had dysuria and urinary frequency for 
years. She had always been constipated and noticed 
considerable mucus in her stools. The catheterized 
urine was cloudy, acid, contained a trace of protein 
and an abundance of pus cells. Gram-negative bacilli 
resembling Bacillus coli were demonstrated by smear 
and culture. Urological examination resulted in the 
following diagnosis: B. coli infection. Pyelonephritis, 
without functional impairment or demonstrable uro- 
graphic change and chronic cystitis. X-ray studies of 
the intestinal tract revealed a spastic sigmoid colon with 
diverticulosis. She improved considerably after treat- 
ment was directed toward the chronic colonic inflam- 
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mation, but still has some urinary frequency, and her 
urine invariably carries pus cells and bacilli. 


It would seem reasonable to conclude that 
this woman’s chronic urinary infection had its 
origin in the colon. Tolerance of the anatom- 
ically normal urinary tract to long continued 
bacilluria is well illustrated. 


The route of urinary tract invasion is debata- 
ble. We are inclined to favor the hematogenous 
pathway. While perhaps not definitely proven, 
it seems not unreasonable to assume that various 
intestinal lesions could initiate the dissemination 
of colon bacilli, through congestion, stasis and 
inflammation, increased permeability of the 
bowel mucosa, making possible the bacillemia, 
bacilluria and urinary infection. Kidd, Panton, 
Tidy and others have demonstrated Bacillus coli 
in the blood stream during or near the stage of 
rigor. On the other hand, the unreliability of 
blood culture is notorious. We, like others, have 
failed repeatedly to obtain positive results in 
clinically unquestionable blood stream infections. 
The extreme relative rarity of cortical renal in- 
fections must also be explained. 

Urinary tract infections with the colon bacil- 
lus, treatment resisting from the standpoint of 
the urologist, are frequently encountered. That 
the intestine which normally harbors the Bacillus 
coli is the original focus from which many of 
these recurring and stubborn urinary infections 
result seems probable. The clinical likelihood 
of this sequence in the cases herein reported, we 
feel, justifies our future attention to this etiolog- 
ical association. 
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DISCUSSION (Abstract) 


Dr. Raleigh L. Davis, San Antonio, Tex.—While path- 
ological conditions of the sigmoid complicating renal 
infection are unusual, the secondary renal infection is 
in no way different to acute or chronic pyelitis or pye- 
lonephritis oftentimes seen following an acute appendix 
or acute or chronic colitis. 

It also brings up the old argument of how the sec- 
ondary infection reaches the kidney. This has not 
been settled over a period of time and I shall not at- 
tempt to change my opinion at this time. Still taking 
into consideration the rich supply of lymph vessels 
which run up around the colon and arborize around the 
renal pelvis, I feel that this is a logical route. 


These three cases of diverticulitis are interesting on 
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account of their similarity and particular affinity for 
the kidney infection and more especially since they are 
the clinical experience of one individual. : 


Many times we need a gentle reminder to make 
us realize that an offending organ can be out of our 
narrow field and sometimes we are reminded of this 
fact too late to do any good. To me, the outstanding 
point in Dr. Cone’s paper is the warning: do not over- 
look an associated acute abdominal condition by calling 
it a reflex abdominal sequel from an infected kidney, 
We as urologists are prone to criticize the surgeons for 
removing appendices for symptoms which are later 
proven to be caused by a ureteral calculus. We must 
not let them reverse the criticism. 

This complication of acute diverticulitis associated with 
acute urinary infection has surely been overlooked, since 
reports of cases of this type are very few. 


Dr. Anson L. Clark, Oklahoma City, Okla—It must 
be recalled from the work of Helmholz some years ago 
that an infection of the urinary tract where the colon 
bacillus is present is an ascending infection in nearly 
every instance. Recently O’Conor, of Chicago, in a 
carefully observed series of fourteen cases of pyelitis 
in girls, ranging from eight to fourteen years of age, 
came to a very definite conclusion that the infection 
was ascending in origin. When a very careful personal 
hygiene program was followed the recurrent cystitis and 
pyelitis was stopped. 


CLINICAL RESULTS IN THE TREATMENT 
OF MALARIA WITH COMBINATIONS 
OF QUININE, ATABRINE AND 
PLASMOCHIN DURING FOUR 
YEARS’ EXPERIENCE* 


By Epwarp Cray M.D., 
and 
Davw W. Gottman, M.D., 
Memphis, Tennessee 


Despite the large amounts of money and ef- 
fort which have been expended for malaria con- 
trol in the South, malaria is still one of the 
major problems in this section of the country. 
In the particular locality of Memphis, malaria, 
far from having been eradicated, has been more 
prevalent from 1933 to 1934, with more deaths 
from the disease than in any year during the 
past twenty years. 

Because of this condition, and because a new 
anti-malarial therapy has been available for the 
last few years, it has seemed opportune to make 
a statistical survey of the malaria experience in 


*Read in Clinical Session, Texas Pediatric Society, meeting 
conjointly with Southern Medical Association, Twenty-Eighth An- 
nual Meeting, San Antonio, Texas, November 13-16, 1934. 

*From the Department of Pediatrics, University of Tennessee 
School of Medicine. 
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the pediatric charity services of the Memphis 
General Hospital and the Baptist Memorial 
Hospital. Our survey covers the last five-year 
period at the Memphis General Hospital and the 
last three-year period at the Baptist Memorial 
Hospital. The cases in the Memphis General 
Hospital are largely from Memphis, whereas 
those in the Baptist Hospital come mainly from 
surrounding states and represent a considerable 
area. Thus, it is believed that the survey re- 
flects general conditions for this section of the 
South. 


We have been particulary interested to deter- 
mine from our own experience the efficacy of 
the newer drugs, other than quinine, which are 
being widely used both in the treatment and 
prevention of malaria. 


In the Memphis territory we have two types 
of malaria, the tertian and the estivo-autumnal; 
although the quartan type is occasionally seen, 
it is so rare it does not merit mention. We 
found the two varieties mixed in the same in- 
dividual in many instances in our series. We 
also observed that when malaria incidence was 
greater the increase appeared to be due to more 
of the estivo-autumnal variety. 


CLINICAL MALARIA (ASEXUAL TYPE OF 
PARASITE ) 


In dealing first with the asexual type or the 
actual disease in the human with particular ref- 
erence to repeated attacks in the same individ- 
ual, we follow the classification of Dr. J. B. 
McElroy,! Chief of the Medical Department, 
University of Tennessee, who speaks of those 
cases which recur within the first two months as 
the recrudescent form; those occurring from two 
to six months, as recurrent or relapse; those 
that occur after six months as reinfecticns. 

It is often difficult in obtaining a history to 
determine just which of these types we are 
dealing with because it is the custom, even 
though there are laboratories in almost every 
section of the South, to give quinine on clinical 
symptoms, thus blocking any attempt to obtain 
a blood picture. Particularly in infants is it 
true that malaria is blamed when it is not the 
Causative factor. 

It has been previously stated by Krauss and 
Mitchell? that the morbidity statistics of in- 
fantile malaria reveal a difference of 25 to 40 
per cent between the clinical and microscopic 
diagnoses, which is certain proof that other dis- 
eases are often erroneously diagnosed. 
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AGE INCIDENCE OF MALARIA 


Before leaving the discussion of this type of 
infection it would: be well to ask the question, is 
malaria prevalent in children, and how young a 
child may have an active malarial infection? 


There are numerous instances in the literature 
of malaria which has occurred in the first few 
days of life. Dumolard and Vaillet® report a 
case of precipitate labor at seven months in a 
mother undergoing treatment for malaria. The 
infant lived one hour. Plasmodium falciparum 
was found in the blood of the mother, of the 
cord, the placenta, and the fetal heart. There 
are numerous other cases in the literature where 
malaria was demonstrated in the cord. The 
general belief at the present time appears to be 
that it is necessary to have an abrasion of the 
membranes for an infection of this type to occur. 


Our statistics seem to coincide with those that 
have been recorded previously, that during the 
nursing period children are less prone to attack. 
During the first three months of life, malaria is 
less frequent and the morbidity rate is less in 
the first year than in later years, probably be- 
cause there is less exposure to the mosquito. 


A recent case of our own at the Baptist Hospital ad- 
mitted October 20, 1934, was a fourteen-day old prema- 
ture who gave a history of being a blue baby at birth. 
On the day before delivery the mother had a rigor. 
The mother had no further trouble until two days 
after delivery, when she became very ill and died the 
third day. The diagnosis was pneumonia. No blood 
examination of the mother was made. Twelve hours 
before admission the father reported the baby had 
turned a dark, blue color, and had a rise in temperature. 
The baby was then brought to the hospital with a 
diagnosis of pneumonia. Physical findings on admission 
were: weight, four pounds eight ounces; temperature 
104°. The child was acutely ill. There was no evi- 
dence of consolidation of the lungs, either by ‘x-ray or 
examination. The spleen was enlarged 11% fingers’ 
breadth below the costal margin. The blood examina- 
tion showed: red cells, 3,350,000; white cells, 5,350; 
polymorphonuclears, 44; lymphocytes, 56; hemoglobin, 
70 per cent. Estivo-autumnal rings and crescents and 
tertian rings and gametocytes were found in large num- 
bers in the infant’s blood. The father’s blood was neg- 
ative for malaria. 


The baby was treated with atabrine, % tablet night 
and morning for five days, and plasmochin, grains 1/24 
once daily, was started two days after cessation of the 
atabrine and continued for five days. The temperature 
became normal after five days of treatment and has 
been normal since. A blood smear made October 27, 
1934, six days after admission, showed many estivo- 
autumnal crescents. No quinine was given. The baby 
showed no toxic effects from atabrine and plasmochin. 
A blood smear taken 17 days after admission was nega- 
tive. 


— 


MALARIA CONTROL 


In controlling the disease up to the present 
time a great deal more has been done in eradi- 
cating the mosquito than in attempting to rid 
the community of the carrier. It is well-known 
that gametocytes, particularly the estivo-autum- 
nal variety, remain in the blood for a very long 
period. Admitting that quinine taken over a long 
enough period of time would probably finally rid 
the blood of the carrier, the difficulty has been, 
especially in the dispensary and hospital prac- 
tice, to see that quinine is systematically given 
for the period necessary. The inability of the 
clinician to see that this is done properly is the 
reason there has been little success with this 
form of prophylactic treatment. It would seem 
for the above reason that there is a field for 
drugs which act on the gametocytes in a short 
period of time. 


VALUE OF DRUG TREATMENT 


In discussing the treatment of this disease, 
the following questions are pertinent: (1) Is 
quinine entirely satisfactory in the treatment 
and control of malaria? (2) What is the present 
status of the newer drugs, plasmochin and ata- 
brine, and how may they be given with safety? 
(3) Has the addition of these drugs benefited 
malaria control? 


In attempting to answer these questions the 
first essential is to describe the composition and 
effects of these drugs. 

Plasmochin—Plasmochin (plasmoquin) was 
first developed in 1915 and contains quinoline, 
but it is not synthetic quinine. It is used in the 
form of plasmochin plain, 1/3 of a grain of 
plasmochin hydrochloride; or plasmochin com- 
pound, 1/6 of a grain of plasmochin hydrochlo- 
ride plus two grains of quinine sulphate; or plas- 
mochin with quinine salts, 1/6 of a grain of 
plasmochin hydrochloride plus 4% grains of qui- 
nine sulphate. 

Toxicity of Plasmochin.—Krauss, in 1928, re- 
ported that in a series of 108 cases treated with 
plasmochin 1 case showed epigastric burning; 2 
cyanosis; 1 vomiting and severe epigastric burn- 
ing; 1 severe cyanosis and depression; 1 pyrosis; 
and 1 very marked cyanosis. He stated that in 
no instance were complications manifested until 
after 26 tablets of 1/3 grain each had been ad- 
ministered. He seemed to think the action of 
plasmochin is cumulative. 

Wilhelm Cordes* records the only case in the 
literature that we could find of death following 
plasmochin. A male negro, 35 years old, with 
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estivo-autumnal malaria, was treated with the 
plasmochin compound. Four days after being 
treated the fever disappeared and the blood film 
was negative for malaria. The patient developed 
profound anemia, leukocytosis, jaundice, vomit- 
ing, and death occurred soon after. There was 
no hemoglobinuria. The postmortem findings 
were those of malarial infection. The bone mar- 
row was not examined. 


Russell,® in a series of experiments on animals, 
reports that plasmochin in doses exceeding the 
therapeutic limit caused uterine contraction in 
dogs and guinea pigs, and cardiac arrhythmia 
in cats and rabbits. The disturbance of cardiac 
rhythm was not present when quinine was ad- 
ministered with plasmochin. 

In a review of the literature the most common 
symptom recorded was cyanosis due to methe- 
moglobin formation, although this symptom did 
not appear to be more frequent following plas- 
mochin than has been seen to be the case after 
large doses of acetphenetidin. This cyanosis was 
more frequent in neurotic individuals and those 
having cardiac arrythmia. In our own experi- 
ence we have had three children who had pro- 
longed and severe cyanosis following small doses 
of plasmochin. When the plasmochin was dis- 
continued and after all symptoms had disap- 
peared because these children could not take 
quinine, plasmochin was again tried with prompt 
return of the cyanosis. All three of these chil- 
dren were subject to asthma and eczema and 
had an allergic family history. Other symptoms 
following the use of plasmochin frequently re- 
ported are: abdominal pain, epigastric burning 
and vomiting. 

E. Thonnard-Neumann’ reports that the use of 
belladonna relieved abdominal pain in 9 out of 
11 cases where plasmochin was the causative 
factor. 

As nearly as we can determine from our ex- 
perience and from the literature, quinine in 
combination with plasmochin is synergistic in its 
action rather than antagonistic. 

Beneficial Action of Plasmochin—The chief 
benefit of plasmochin seems to be its effect on 
the sexual forms, particularly the estivo-autum- 
nal type, the gametocytes. 


M. A. Barber’ reports the following mosquito 
feeding experiment. The albimanus, a labora- 
tory-bred mosquito, was fed once daily on 4 
given carrier. The dissections were made three 
days after the feeding in order to allow time for 
the growth of the odcytes. He dissected only 
mosquitoes known to have taken blood. The 
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oil immersion lens was used in examination of 
the mid-guts in order to find all the small 
oocytes. He estimated the number of gameto- 
cytes per 1,000 leukocytes. His results were 
that after two days’ treatment of the carrier with 
quinine, totaling 40 grains, there was no appre- 
ciable effect. All mosquitoes fed on _ these 
treated carriers were infected. Carriers were 
then treated with plasmochin. Twenty-four and 
one-half hours after the first dose of plasmochin 
and 17% hours after the second dose, no infec- 
tion of mosquitoes occurred, though the number 
of crescents remained constant or slightly in- 
creased in the individual upon whom the mos- 
quito fed. He fed the mosquitoes on the plas- 
mochin treated carrier two more days, making 
in all three negative feedings. The morphology 
of the crescents was studied after the plasmochin 
and there was only a slight difference in ap- 
pearance, perhaps a slightly fainter staining than 
the control. There was no variation in the pro- 
portion of sexes among the gametocytes taken 
before and after the plasmochin. As a result of 
these experiments he recommended the general 
use of plasmochin in small doses as safe and 
effective in ridding the carriers of gametocytes. 

Atabrine.—Atabrine is a synthetic, antima- 
larial substance of heterocyclic formula differing 


from that of plasmochin. It is sometimes spoken 
of as “amino-acridine,” is really an acridine dye, 
and was first called erion. 


Bruce Phelps and Walther Jantzen® state that 
atabrine is excreted unchanged in the urine and 
feces and can be demonstrated by extraction 
with ether and dissolving the residue, after evap- 
oration, in concentrated sulphuric acid. 

Toxicity of Atabrine—The most constantly 
observed symptom after taking atabrine is a 
yellow discoloration of the skin due to a pigment 
deposit similar in its appearance to that of caro- 
tene. Atabrine does not appear to be toxic. Al- 
though there are other symptoms reported in the 
literature, Phelps and Jantzen say that they 
found nothing else when atabrine was used alone. 
In their series of cases, hemoglobinuric fever in- 
duced by atabrine was not observed. They also 
report five patients with hemoglobinuric fever 
who were treated with atabrine without ill ef- 
fects. 

From what we can gather from the literature, 
our own cases and from 1,200 cases in the adult 
ward of the Memphis General Hospital, it would 
appear that atabrine is effective in the tertian 
type of malaria against both the sexual and 
asexual forms. In the estivo-autumnal variety 
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it affects the asexual type only. The gameto- 
cytes seem to be resistant to atabrine. 


Our routine treatment consists of one dose 
three times a day of atabrine, the size of the 
dose based on 1% grains for the adult. We 
have found that children tolerate relatively large 
doses and these are necessary for the cure. We 
have used atabrine alone in all cases of the ter- 
tian type; in the estivo-autumnal variety, plas- 
mochin or quinine has been used in addition. 
Atabrine is being used intravenously; several re- 
ports have appeared lately from Staten Island 
and also from the Tropics. We have not used 
atabrine intravenously, but have used it intra- 
muscularly several times with good results. 


REPORT OF 330 CASES OF TREATED MALARIA 
FROM MEMPHIS GENERAL HOSPITAL 


MEMPHIS GENERAL HOSPITAL—TOTAL YEARLY CASES 


July, 1929-July, 
July, 1930-July, 
July, 1931-July, 
July, 1932-July, 
July, 1933-July, 


MEMPHIS GENERAL HOSPITAL 


Estivo- 
Tertian autumnal Mixed 
1929-1930. 19 4 
1930-1931 13 0 
1931-1932 23 4 
1932-1933 30 0 
1933-1934 1 


9 


Estivo-autumnal 
Recurrent, 7; recrudescent, 9; reinfection, 13. 


Prior Treatm’t 
Quinine 
Quinine 


Quinine 


1929-1930 
(1) Recrudescent 
(2) Reinfection 
(3) Recrudescent 


1930-1931 
(1) Recrudescent 
(2) Recrudescent 
(3) Recrudescent 


1931-1932 
(1) Recurrent 
(2) Recrudescent 
(3) Reinfection 
(4) Reinfection 
(5) Reinfection 


Tertian 
Tertian 
Estivo-autumnal 


Tertian 
Tertian 
Tertian 


Quinine 
Quinine 
Quinine 


Estivo-autumnal 
Estivo-autumnal 
Estivo-autumnal 
Estivo-autumnal 
Estivo-autumnal 


Quinine 
Quinine 
Quinine 
Quinine 
Quinine 


|__| 
> 
| 
3 
. 
No Lab. 
Findings 
f 
| 0 
3 6 
‘ 3 
3 
Total............ 139 168 a 14 
f MEMPHIS GENERAL HOSPITAL 
3 Cases 29 
Tertian ....:...... 
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1932-1933 Prior Treatm't 
(1) Recrudescent Quinine Estivo-autumnal 
(2) Recurrent Quinine Tertian 
(3) Recrudescent Quinine Estivo-autumnal 
(4) Recurrent Quinine Estivo-autumnal 
(5) Reinfection Quinine Estivo-autumnal 
(6) Reinfection Quinine Estivo-autumnal 
(7) Reinfection Quinine Tertian 
1933-1934 
( 1) Reinfection Quinine Tertian 
( 2) Reinfection Quinine Tertian 
( 3) Reinfection Quinine Tertian 
( 4) Reinfection Quinine Tertian 
( 5) Reinfection Quinine Estivo-autumnal 
( 6) Recurrent Quinine Tertian 
( 7) Recrudescent Ata. and plas. Estivo-autumnal 
( 8) Recurrent Quinine Tertian 
( 9) Recurrent Quinine Estivo-autumnal 
(10) Recurrent Quirine Tertian 
(11) Reinfection 666” Estivo-autumnal 


*Only one child was admitted to Memphis General 
Hospital with recrudescent malaria who had _ been 
treated with atabrine and plasmochin. 


MEMPHIS GENERAL HOSPITAL 


Comatose cases recovering 6 


Comatose cases given quinine intravenously 5 


Quinine intravenously number of deaths... 3 
Mortality quinine intravenously.................... 60 per cent 
*Probably due to quinine intravenously...... 1 


*Quinine grains 2 intravenously 1:00 p. m. Died at 
4:00 p. m. with hyperpyrexia, pulmonary edema and 
myocardial failure. Estivo-autumnal. 

MEMPHIS GENERAL HOSPITAL 


Total cases 330 


Average 

Treatment Hospital Days 
Atabrine and plasmochin................ 134 8.1 
Quinine by mouth 118 8.6 
Quinine, intravenously and intra- ; 

muscularly a 19 6.6 
Quinine and plasmochin.................. 17 12.0 
Quinine and atabrine...................... 4 5.0 
Signed out 24 
Atabrine alone 7 5.0 
Atabrine, quinine and plasmochin 7 5.0 


*14 cases received quinine intramuscularly; 3 died. 
5 cases received quinine intravenously; 3 died. 
MEMPHIS GENERAL HOSPITAL 


Total cases treated with plasmochin and atabrine.. 134 
Number of complications 10 
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possibly due to atabrine or plasmo- 
in 


6 
(1) Acute nephritis (?), upper respiratory infection pre- 
ceded. 


(2) Pyrexia after 5 days. Quinine necessary. 


(3) Nephritis probably due to medicine. No other in- 
fection found. 


(4) Nephritis (?) due to medicine. 
infection preceded. 


(5) Abdominal pain. Plasmochin. 
(6) Pain over spleen. Plasmochin. 


Upper respiratory 


*We do not consider the yellow atabrine pigmentation 
a complication nor slight cyanosis from plasmochin, 


MEMPHIS GENERAL HOSPITAL 
Total cases, 330; deaths, 10; mortality, 3 per cent. 


SUMMARY OF DEATHS 


(1) No therapy. Autopsy. Edema and small hemor- 
rhage of brain. Tertian. Died immediately after 
admission. 

Autopsy. Thrombosis and edema of brain. Qui- 
nine, 5 grains, intravenously, 7 ss intramuscularly. 
Death seven days after admission of broncho- 
pneumonia. Estivo-autumnal. 


Died in 48 hours. Bronchopneumonia and maras- 


( 2) 


(3 


mus. White cells, 22,500; age, 8 months. Estivo- 
autumnal. 
( 4) Semi-coma on admission. Estivo-autumnal. Ata- 


brine grains 34 t. i. d. Plasmochin, grains 1/6 
OD for 4 days, then coma. Quinine, grains 5, in- 
travenously. Died 3 hours later. 

Three months old. Sick 3 weeks before admission. 

Atabrine and plasmochin for 5 days. Died on 

sixth day of severe malnutrition. Tertian. 

Three years old. Estivo-autumnal. Quinine, 

grains 7 ss intramuscularly. Died 12 hours after 

admission. Autopsy. Congested brain. 

( 7) Three years. Estivo-autumnal. Quinine, grains 2, 
intravenously. Died 3 hours later with hyperpy- 
rexia, pulmonary edema, and myocardial failure. 

( 8) Six months. Tertian. Death due to severe diar- 
rhea as result of malaria(?). Cocoa quinine, 
drams 1, every four hours. 

(9) Ten years. Estivo-autumnal. Delirium. Died 
after quinine, intravenously (almost immediately). 

(10) Seven years old. Estivo-autumnal. Convulsions. 
Quinine intramuscularly. Died 9 hours after ad- 
mission. 


( 5) 


( 6) 


*Four of the 10 patients who died were under 1 year 

of age. 
MEMPHIS GENERAL HOSPITAL 
SUMMARY OF THE LAST 27 CASES ADMITTED TO CHIL- 
DREN’S HOSPITAL 

There were 7 tertians treated with atabrine alone. 
Four negative smears on discharge, 3 not reported, 1 
signed out immediately after admission. 

Ten were treated with atabrine and plasmochin: 3 
tertians, 2 mixed, and 5 estivo-autumnal. 
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Four had negative smears on discharge, 2 had estivo- 
autumnal crescents, 1 went out against advice, 3 dis- 
charge smears not reported. 


There were 4 patients treated with quinine intra- 


muscularly. One died 9 hours after admission who 
received much supportive treatment. Smears were rich 
in estivo-autumnal crescents; 2 of the patients were 
comatose; 1 was delirious. In addition to quinine in- 
tramuscularly, 1 received atabrine by mouth, 2 got ata- 
brine and plasmochin. Of the 3 patients who survived, 
there were 3 negative smears on discharge. One patient 
had marked pain and rigidity over the spleen after two 
1/6 grain plasmochin tablets, which disappeared after 
stopping the drug. One complained of abdominal 
cramps after 4 days of atabrine and plasmochin. Pain 
subsided after plasmochin was stopped. Five tertians 
were stabilized with quinine followed by atabrine. 
There were four negative discharge smears, 1 not re- 
ported. 


REPORT OF 47 TREATED CASES AT BAPTIST 
MEMORIAL HOSPITAL 


BAPTIST MEMORIAL HOSPITAL 
Total cases 47 
Average Days 
Temp. Normal 


Treatment 
Atabrine 
Atabrine and plasmochin 
Quinine 
Quinine, atabrine and plasmo- 
chin 
Quinine intramuscularly ............ 
Plasmochin and quinine................ 21 


*Death in 1%4 days. One-twelfth grain plasmochin 
only therapy recorded on chart. 


BAPTIST MEMORIAL HOSPITAL 
Total cases 47 


Estivo-autumnal 
Mixed 
Positive smears, no type noted.... 
No laboratory findings 
Comatose cases, 6; deaths, 2; mortality, 33 1/3 per cent. 
(1) Quinine grains 714 intramuscularly. Atabrine grains 
2. Plasmochin 1/3 grain. 
(2) Plasmochin grains 1/12 only therapy recorded on 
chart. 


*No complications which could be attributed to ata- 
brine or plasmochin. 
BAPTIST MEMORIAL HOSPITAL 
Total cases, 47; deaths, 4; mortality, 8.5 per cent. 


SUMMARY OF DEATHS 


(1) Jaundice on admission. Icterne index 54. Uremia 
and otitis media. No parasites in blood (clinical 
diagnosis only). 
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(2) Comatose. Death in 36 hours. Plasmochin grains 
1/12 only therapy recorded. Other therapy un- 
doubtedly given. Estivo-autumnal. 


(3) Comatose; 7.5 grains quinine intramuscularly, 2 
grains atabrine, 0.33 grains plasmochin. Clinical 
diagnosis. 

(4) Hematuria, conjunctivitis, arthritis. Quinine by 
mouth. Cause of death unknown 19 days after 
admission. Tertian. 


BAPTIST MEMORIAL HOSPITAL 


Total cases, 47; recrudescent, 5; recurrent, 2; reinfec- 
tion, 1. 


SUMMARY OF RECRUDESCENT, RECURRENT AND REINFEC- 
TION CASES 


(1) Chill 2 weeks before admission. Given quinine. 
Convulsion and chill 2 days before admission. Ata- 
brine and plasmochin. Temperature normal in 3 
days. Clinical diagnosis. 


Estivo-autumnal. Four capsules quinine 3 weeks 
previously. Estivo-autumnal crescents 5 days after 
admission. Estivo-autumnal parasites 8 days. Qui- 
nine 5 days, then plasmochin compound t. i. d. for 
10 days. Smear negative on discharge. Tempera- 
ture normal entire time. In hospital 19 days. 


One chill one month prior to admission. Tertian. 


Estivo-autumnal. Black water fever, chill 3 weeks 
previously. Atabrine and plasmochin in hospital. 
Temperature normal in 6 days. 

Chills, fever, indefinite period. Some quinine, ata- 
brine and plasmochin in hospital. Vincent’s, Noma, 
bilateral panophthalmitis. In hospital 41 days. 
Estivo-autumnal. 


Estivo-autumnal. Comatose. Chills 2% months 
prior. One capsule quinine daily. Temperature 
normal in 5 days. 
Chills several months prior to admission. Coma- 
tose, convulsions. Quinine grains 224 intramuscu- 
larly. Atabrine and plasmochin. Temperature nor- 
mal in 3 days. Estivo-autumnal. 

(1) Chills and fever 1 year ago. No specific therapy. 
Smear negative. 


CONCLUSIONS 


(1) Resumé of the literature, as well as our 
own experience, clearly indicates, that atabrine 
and plasmochin have a distinct place in the 
treatment of malaria. 


(2) In the estivo-autumnal type of malaria, 
plasmochin acts on the sexual phase, but has lit- 
tle, if any, value in the treatment of the asexual 
type of parasite. 

(3) Plasmochin produces various complica- 
tions, painful and sometimes dangerous when 
used in excessive doses. 

(4) The action of plasmochin with quinine is 
synergistic and not antagonistic. 

(5) In order to cure malaria of the estivo- 
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autumnal variety, plasmochin must be used in 
combination with atabrine, quinine, or some 
quinoline derivative. 


(6) As was indicated above, the distinct value 
of plasmochin in malaria eradication is to de- 
stroy the sexual form in the carrier. 


(7) In our series, also in 1,200 cases in the 
adult medical service of Memphis General Hos- 
pital, atabrine destroyed the asexual and sexual 
froms of parasite in the tertian type, but seemed 
to affect to any degree only the asexual form in 
the estivo-autumnal variety. 


(8) The literature reports complications from 
atabrine, both painful and dangerous, especially 
when it is used in large dosage. The only un- 
toward effects noticed in our series was the yel- 
low pigmentation of the skin. Perhaps the rea- 
son for this is that we gave the atabrine only in 
therapeutic doses after carefully considering the 
weight of the patient. 


(9) When used with plasmochin, atabrine 
theoretically and practically appears to be an 
ideal combination. 


(10) Quinine, or some quinoline derivative, is 
still necessary in the treatment of malaria in 
some instances. 


(11) In children the intravenous use of qui- 
nine in our cases gave a rather high mortality. 


(12) In reviewing the literature we found but 
one author who spoke against the use of atabrine 
and plasmochin, feeling that quinine was all- 
sufficient. 


(13) The main benefit of plasmochin and ata- 
brine appears to be that in most instances we 
can accomplish in five days a course of treat- 
ment that formerly extended over a period of 
weeks and months. 


(14) There is no basis for fear of atabrine 
and plasmochin if they are properly used. 
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THE WASSERMANN REACTION IN 
MALARIA* 


By Grorce M. SAaunpers, M.D., 
Kingston, Jamaica, 
and 
Tuomas B. Turner, M.D., 
New York, New York 


Since the advent of the Wassermann comple- 
ment fixation reaction as a diagnostic test for 
syphilis, it has been claimed by many observers 
that malaria may at times give rise to non-spe- 
cific positive reactions. In this paper observa- 
tions are reported which indicate that malaria 
does not cause non-specific positive reactions 
with a standard modification of the Wassermann 
test. Sutherland and Mitra,| Di Natale? 
Lloyd,® Fischer and Gunsberger,* and Curth® in 
their writings suggested that malaria alone might 
cause a positive or partly positive Wassermann 
reaction. On the other hand, Johnson,® Iyen- 
gar,’ Clark® and Kolmer® indicated that malaria 
alone does not cause positive reactions.  Al- 
tounyan?® concluded that acute malaria had an 
undoubted effect in increasing the anticomple- 
mentary powers of the serum. Most of the 
studies have been conducted in regions where 
syphilis is the principal, if not the sole, cause 
of a positive Wassermann reaction. In a large 
proportion of syphilitics, however, the diagnosis 
is made upon serological tests alone. Among 
the group of latent syphilitics studied by Moore 
et al," no history of infection could be obtained 
in 43 per cent. 


Findings among persons with yaws are in 
marked contrast to those in persons with syphi- 
lis, for although yaws gives rise to a positive 
Wassermann reaction as consistently as does 
syphilis, a diagnosis of yaws can be made from 
the history alone in a large percentage of cases. 
Thus, in a group of clinic patients giving a his- 
tory of yaws of ten years’ duration or less, the 
history was corroborated by clinical findings and 
serological tests in 97 per cent.12 Also, among 
the entire number of clinic patients who showed 
positive Wassermann reactions, only 17 per cent 
failed to give a history of infection with yaws. 
Therefore, a locality where yaws and malaria 
are both prevalent and where syphilis occurs 
but rarely should afford ample opportunity to 
gain valuable information upon which to settle 


*The studies and observations on which this paper is based 
were conducted with the support and under the auspices of the 
International Health Division of the Rockefeller Foundation. 
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Positive Partly Positive Negative Anticomplementary Totals 
Cases Number PerCent Number Per Cent Number Per Cent Number PerCent Number Per Cent 
General population... 684 42.5 111 7.0 813 50.5 = eo 1608 100.0 
Malaria patients* 110 41.5 13 5.0 135 50.5 8 3.0 266 100.0 


the point of whether or not malaria alone gives 
rise to non-specific Wassermann reactions. In 
such an area the studies upon which this report 
is based were made. 


MATERIAL STUDIED AND TECHNICAL PROCEDURES 


This report is based upon the findings among 
the first 1,608 admissions among a total of 
about 2,000 persons studied carefully in a yaws 
clinic established in Bath, Jamaica, in 1932. 
The first 1,608 admissions were chosen for study 
because it was from this number that routine 
blood smears were taken. From our studies, the 
2,000 persons comprising over 80 per cent of 
the population of the area under consideration, 
were classified as follows: (1) yaws, 60.1 per 
cent; (2) na yaws, 32 per cent; (3) no history 
of yaws but positive serum, 8.5 per cent; (4) 
syphilis, 0.4 per cent. It is probable that the 


positive sera in Group 3 was caused by yawS pee cenr 


in the large majority of cases. 


Among the total group of 1,608 patients there 
were 266, or 17 per cent, that were listed as 
having malaria. Of these, 226 were termed 
proven cases because malaria parasites were 
demonstrated in the blood, while 40 were desig- 
nated as suspected cases. The diagnosis in the 
latter group was made on the basis of character- 
istic clinical features of acute malaria, although 
for one reason or another parasites were not 
demonstrated; usually the patient had been 
taking quinine before the blood smear was made. 

The complement fixation test employed in 
this study was a standard modification of the 
Wassermann reaction in which the antigen con- 
sisted of a cholesterinized alcoholic extract of 
beef heart and the preliminary incubation was 
carried out for three hours in the ice box (4° 
C.) followed by half an hour of incubation in 
the water bath at 37° C. 

For the diagnosis of malaria, thick and thin 
blood smears were stained with either Wright’s 
or Giemsa stain and examined by a qualified 
technician of the Jamaica Malaria Commission. 


All positive smears were checked by one of the cw & 


authors. 


*266 patients == 226 with proved, 40 with suspected cases of malaria. 


RESULTS OF STUDY 


WASSERMANN TEST ON MALARIA PATIENTS AND ON THE 
GENERAL POPULATION 

If malaria alone will occasionally cause com- 
plete or partial complement fixation in the Was- 
sermann test, then the percentage of positive or 
partially positive reactions among a group of 
malaria subjects should exceed that among the 
general population in the same area. Table 1 
and Chart 1 show that the percentages of posi- 
tive, negative and doubtful Wassermann reac- 
tions among the malaria patients were almost 
exactly the same as those for the total group of 
1,608 patients of the general population. Among 
the general population group there are no cases 
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Positive 
5 Cases Number Per Cent Number 
General population... 570 64 88 
2 Malaria patients —............. 90 61 10 
‘S General population... 114 15.8 23 
2 5 Malaria patients................ 20 17.0 2 


Partly Positive 


Negative Anticomplementary Totals 


Per Cent Number Per Cent Number Per Cent Number Per Cent 
10 229 26 ene te 887 100.0 
6.8 44 29.5 4 2.7 148 100.0 
$2 584 81.0 721 100.0 
1.6 92 78.0 4 3.4 118 100.0 


classed as anticomplementary for the reason that 
repeated Wassermann tests on this group elimi- 
nated the anticomplementary tests, while this 
obviously could not be done in the single tests 
permitted when a diagnosis of malaria was 
made. Excluding suspected cases does not 
change the percentages. 


MALARIA PATIENTS GIVING A HISTORY OF YAWS 


To carry the study one step further, a special 
analysis was made of the Wassermann reactions 
of malaria patients giving a history of yaws and 
those of the total group who gave a history of 
yaws among the first 1,608 admissions. There 
were 148 malaria patients, 126 proven cases and 
22 suspected cases. 

Table 2 and Chart 1 show that among the ma- 
laria patients with a history of yaws the per- 
centages of positive and doubtful Wassermann 
reactions are slightly smaller than those among 
the entire group with a history of yaws. 

For purposes of comparison, a set of figures 
is available on yaws patients in another district 
in Jamaica (Castleton), where malaria is not 
known, the splenic index among 250 unselected 
cases being 0.4 per cent. Table 3 shows the 
results of Wassermann tests in persons who had 
had yaws for four years or less, first, among the 
general population in the study area (Bath); 
second, among the general population in the 
control area (Castleton); and third, among the 
malaria patients of the study area. The results 
are seen to correspond almost exactly. 


Table 3 
WASSERMANN REACTIONS IN PATIENTS WITH HISTORY OF YAWS OF FOUR YEARS’ DURATION OR LESS 


PERSONS WITH NO HISTORY OF YAWS 


Next let us study the group giving no history 
of yaws, among the general population and 
among the malaria patients. There were 118 
malaria patients, 100 of whom had verified 
cases, and 18 of whom had suspected cases. 
Table 2 and Chart 1 show that among the mala- 
ria patients the percentage of negative Wasser- 
mann reactions and the percentage of positive 
and doubtful Wassermann reactions are slightly 
smaller than the percentages in the whole group, 
while the percentage of anticomplementary tests 
makes up the difference. 


MALARIA PATIENTS WITH NEGATIVE WASSERMANN 
REACTIONS 


Considering persons with malaria who had 
negative Wassermann reactions, we find among 
the 135 patients that the malaria was classified 
as acute febrile in 70 patients and not acute in 
65 patients. Among those with acute febrile 
malaria, there were 6 who had, at the time the 
blood was taken and the smear made, a tem- 
perature of 103° F. or over. 

There were 8 more malaria patients not in- 
cluded in the figures already given, for reasons 
stated, whose Wassermann reactions, originally 
positive at times when malaria was not sUus- 
pected, became negative following treatment for 
yaws and remained entirely negative when a sub- 
sequent diagnosis of acute febrile malaria was 
made, with the diagnosis proven by positive 
blood smears in 7 cases. 


Positive 
Cases Number Per Cent 
General population at Bath —.... 270 89 12 
General population at Castleton... 213 87 12 


Malaria cases at Bath 63 82 6 


Partly Positive 
Number Per Cent Number Per Cent Number Per Cent Number Per Cent 


Negative Anticomplementary Totals 


4 20 7 a a 302 100.0 
5 20 8 oss ee 245 100.0 
8 7 9 1 1 77 100.0 
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MALARIA PATIENTS WITH POSITIVE OR PARTLY 
POSITIVE WASSERMANN REACTIONS 


Reviewing all the patients who gave positive 
or partly positive Wassermann reactions at a 
time when they were suffering from malaria, we 
find a total of 123, of whom 100 gave a definite 
history of yaws and might have been expected 
to give a positive reaction. There were 60 of 
the 100 who showed definite lesions of yaws, 7 
who showed questionable lesions of yaws, and 33 
in whom a diagnosis of latent yaws was made. 


There were 23 patients, 19 with proven and 
4 with suspected cases of malaria, who gave 
positive or partly positive Wassermann reactions 
in the absence of a definite history of yaws. 


Five of the 23 showed lesions suggestive of 
yaws or syphilis and gave positive Wassermann 
reactions at times when no malaria was sus- 
pected. When specific therapy was given the 
lesions healed after a lapse of time in every 
case, and in two patients the Wassermann reac- 
tion became negative. 


Three persons gave a history suggestive of 
syphilis and repeated Wassermann tests gave 
positive reactions at a time when no malaria was 
present. 


Thirteen patients with no history or signs of 
yaws or syphilis gave consistently positive re- 
actions on numerous occasions when malaria 
had not been diagnosed. 


The remaining two patients had only one ob- 
servation each, at which time a positive Wasser- 
mann reaction coincided with a diagnosis of ma- 
laria. 


There were only two persons among the entire 
group of malaria patients whose Wassermann 
reactions, which had previously been negative, 
tended to become positive during an attack of 
malaria. One of these gave a definite history 
of yaws fifteen years before admission. His 
Wassermann test, which had previously been 
negative, showed slight fixation when blood was 
taken during an acute attack of proven mala- 
ria; subsequently it was found to be entirely 
negative. The other patient originally showed 
definite lesions of yaws. He was treated with 
bismuth injections. Several months later his 
Wassermann reaction was negative on two occa- 
sions, but four months afterward, during an at- 
tack of acute, proven malaria, the test showed 
slight fixation with 0.1 c. c. of serum, and after 
another month, when malaria was suspected, 
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there was again slight fixation with 0.1 c. c. 
of serum. 


One striking fact is that the patients whose 
Wassermann reactions were negative before an 
attack of malaria, continued negative to the test 
in every case during an attack of malaria with 
the exception of the two persons mentioned in 
the preceding paragraph, both of whom had had 
yaws. 


ANTICOMPLEMENTARY TESTS 


There were 8 malaria patients whose serum 
was anticomplementary. Four of these gave a 
definite history of yaws and showed positive 
Wassermann reactions at times when no malaria 
was present. Four gave no history of yaws; in 
2 of these the Wassermann reaction was positive 
on other occasions, in one it was negative on 
other occasions, and in one only a single ob- 
servation was made. 


Hence, it would seem that the majority of 
anticomplementary reactions represent positive or 
partly positive tests and that in the foregoing 
tables, if the anticomplementary figures were 
added to the positive figures, there would be 
even closer agreement between the malaria cases 
and the general population group. 


As has already been stated, the anticomple- 
mentary figures for the general population 
group were eliminated by repeated tests, which 
were not possible for the malaria patients. 
However, among 6,000 Wassermann tests per- 
formed in our laboratory on the general popu- 
lation group, there was an incidence of 1.5 per 
cent of anticomplementary tests against 3.0 per 
cent among the malaria patients in question. 
Malaria appears to increase the number of anti- 
complementary reactions. 


SUMMARY 


(1) A locality where yaws is prevalent, ma- 
laria present, and syphilis rare should afford 
opportunity to determine whether or not malaria 
causes non-specific Wassermann reactions, be- 
cause, in contrast to syphilis, yaws can be diag- 
nosed with accuracy from the history of the 
disease alone. In a locality where yaws is en- 
demic patients showing positive Wassermann 
reactions gave a definite history of yaws in all 
but about 17 per cent of the cases studied. 

(2) The Wassermann reactions in a series of 
patients with malaria agreed almost exactly 


y 

d 

8 

d 

3. 

y 

), 

| 

d 

g 

d 

n 

le 

e 

l- 

l- 

1S 

y 

or 

)- 

iS 

nt 


546 


with the reactions among the general population 
of the area. 


(3) In 135 malaria patients, 70 of whom had 
acute febrile manifestations, the Wassermann 
reaction was negative in all cases. 


(4) In 123 malaria patients whose Wasser- 
mann reactions were positive or partly positive, 
yaws or syphilis was the assigned cause of the 
positive test in all but 15 cases. Thirteen of 
these showed consistently positive reactions be- 
fore and after the attack of malaria. Two had 
only one observation each. 


(5) In 8 yaws patients who had had positive 
Wassermann reactions reverting to negative 
after specific therapy, the Wassermann reaction 
remained negative during subsequent attacks of 
acute malaria. 


(6) In two patients, both of whom had had 
yaws but whose Wassermann reactions had be- 
come negative, there was slight fixation of the 
complement with 0.1 c. c. of serum in each case 
during an attack of malaria. 


(7) Most of the patients with anticomple- 
mentary reactions had had yaws. ‘The percent- 
age of anticomplementary reactions was higher 
for the malaria patients than for the general 
population. 


CONCLUSIONS 


(1) Malaria alone does not cause fixation of 
the complement in the Wassermann reaction 
with the methods used, but there is evidence 
to show that acute malaria may act as a provoc- 
ative agent to bring a very low titre reagin up 
to the threshold where complement fixation be- 
came obvious in the tests. 


(2) Malaria may give rise to anticomple- 
mentary reactions, but usually in sera which 
would be positive or partly positive. 
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THE COMMON OCULAR PHORIAS AND 
THEIR MANAGEMENT* 


By Wiuiam B. M.D., 
New Orleans, Louisiana 


The subject of heterophoria involves so much 
that I have divided it into two parts, namely: 
those phorias seen in every-day eye practice, and 
those that are unusual. I will limit this discus- 
sion to the common varieties. 


The word phoria is of Greek derivation and 
literally translated means motion or movement, 
but is used here in relationship to the eyes to 
mean “a tendency to turn.” And it is used in 
contrast to the word tropia, which is used to 
signify an actual turning or squint. There are 
those among us who believe that the difference 
between the phorias and tropias is one of degree 
only, but be that as it is, this discussion will be 
confined to the phorias or those errors of align- 
ment or coordination of the visual axes of the 
two eyes that are not visible or manifested until 
the sense of fusion is disturbed. 


To discuss these errors in an orderly manner 
they should be classified, and it seems to me 
that the easiest classification to remember is 
the one that designates the plane into which the 
visual axis deviates when fusion is disturbed by 
any method. 


(1) THE HORIZONTAL PHORIAS 


(1) Esophoria, or the tendency of the visual 
axis to turn in. 


(2) Exophoria, or the tendency of the visual 
axis to turn out. 


(11) THE VERTICAL PHORIAS 


(1) Hyperphoria, or the tendency of the visual 
axis to turn up. 


(2) Hypophoria, or the tendency of the visual 
axis to turn down. (To avoid repetition, the 
vertical phorias will all be treated as hyper- 
phorias, for it is quite obvious that when the 
visual axis of one eye turns up or down, it 
crosses the visual axis of its fellow eye whose 
axis remains in the opposite direction.) 

There is no definite symptom or group of 
symptoms that can be said to be the result of 
the phorias alone, or possibly it would be better 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Twenty-Eighth Annual Meeting, 
Antonio, Texas, November 13- 16, 1934. 


*From the Department of Ophthalmology, Tulane University 
Graduate School of Medicine. 
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to say that there are few symptoms that an in- 
dividual can have, except for localized pain in 
some other part of the body that at some time 
cannot be attributed to these muscle imbalances. 
The symptoms vary as to time and intensity in 
the same individual as well as in different in- 
dividuals. And this is not hard to understand 
when we stop to consider all that is involved; 
there may be involved the optical system of 
either or both eyes, the musclar system, the in- 
nervation, and the mind, and any one may be at 
fault alone, but they are usually involved to- 
gether. So the cause for such a complex symp- 
tomatology is usually an imperfect optical sys- 
tem that is controlled by an unbalanced psycho- 
neuromuscular system, and the more common 
of the symptoms are: 

(1) Ocular discomfort, that is, pain, redness, 
burning sensations, scratching of the lids, or 
that vague symptom of consciousness of the 
eyes. 

(2) Blurred vision, or double vision, espe- 
cially after close use, but sometimes for dis- 
tance. 

(3) Headaches, precipitated or aggravated by 
the use of the eyes. 

(4) Nervousness, dizziness and irritability. 

(5) Nausea and digestive disturbances. 

(6) Fatigue or the inability to use the eyes 
for prolonged close work, for driving an auto- 
mobile, or for moving pictures. 

(7) Sensitiveness to glare, either from sun- 
light or from artificial lights. 

The etiology is a little more definite than the 
symptomatology, but anything that disturbs this 
psycho-neuromuscular system may be said to be 
the cause or an exciting factor in any or all of 
the imbalances. The more common and ac- 
cepted causes are: 

(1) Uncorrected refractive errors. 
(2) Structural defects. 

(a) Asymmetry of the orbits. 

(b) Too wide or too narrow inter-pupillary 
distance, increasing or decreasing the an- 
gle of convergence. 

(c) Asymmetry of the globes, causing differ- 
ent size retinal images. 

(d) Congenitally weak muscles, structural or 
innervational. 

(e) Defects in the retina or visual pathways, 
either congenital or acquired. 

(3) Innervational. 
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(a) Central or peripheral disturbances in- 
volving the nerve supply to one or more 
of the ocular muscles. 


(b) Psychological disorders that influence the 

innervation of the ocular muscle system. 
(4) General. 

(a) Improper hygiene. 

(b) Excessive use of the eyes, especially for 
close. 

(c) Foci of infection, with special reference 
to the nasal accessory sinuses, tonsils and 
the teeth for apical abscesses. 

(d) Endocrine dysfunctions or imbalances. 

(e) Debilitating diseases that weaken the 
musculature of the entire body, of which 
the ocular muscle system is an important 
integral part. 

Almost every patient who has a refractive er- 
ror and a few who are emmetropic have some 
muscle imbalance. This does not mean neces- 
sarily that every patient who has an imbalance 
has symptoms referable to it, for a great many 
patients will show a rather large error or im- 
balance and still be symptom-free. This means, 
I think, that that individual is so strong in 
both mind and body that the discomfort by the 
error is not sufficient to disturb him. It also 
follows that the large errors do not produce the 
more severe symptoms, for frequently a nervous, 
high strung individual with a small degree of 
imbalance will complain much more than one 
of the plethoric type with a much larger one. 

Some of the commonly used methods of deter- 
mining the presence of and the kind of phoria 
present are: 

(1) The Screen and Cover Test.—Have the 
patient fix on a distant object, cover the eyes 
alternately with a small card by moving it from 
side to side, watching the eye under cover to see 
what position it takes: that is, if it turns in or 
turns out when covered as its fellow eye fixes 
on the object under observation. If an error 
is present, it may not appear immediately, but 
if this procedure is kept up for several minutes 
it will show up. 

(2) The Parallax Test——This is done in the 
same manner as the screen and cover test except 
that the patient watches the object under ob- 
servation closely and tells you whether it ap- 
pears to move with the card or away from the 
card as it is moved to cover the opposite eye. 

In either of these tests if an esophoria is. 
present it will be manifested by the fact that 
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the eye under cover turns in and then moves 
out when the card is removed and it becomes 
the fixing eye. This gives the patient the im- 
pression that the object moves away from the 
card as it is moved. In exophoria this is re- 
versed, the eye under cover will turn out, and 
when the card is moved the object will appear 
to move with it. In a hyperphoria the eye un- 
der cover will turn up and then turn back to its 
normal position when the card is moved, making 
the object appear to move down. 

(3) The Maddox Rod and Red Glass, or 
better still is the red maddox rod. The rod is 
placed over one eye and the patient looks at a 
light twenty feet away for the distance test and 
fifteen inches away for the near test. These 
distances are used to represent infinity and the 
distance that the average individual uses his eyes 
for close work or reading. If the rod is placed 
horizontally before the right eye the light will 
appear as a red streak in the vertical meridian 
to that eye, and if the patient is orthophoric 
the streak will bisect the light. But if an exo- 
phoria is present, the streak will appear to the 
left of the light, and if an esophoria is present it 
will appear to the right of the light. The 
amount of either can be measured in prism- 
diopters by placing prisms, base in in exophoria 
and base out in esophoria, before the eyes until 
the streak bisects the light. The strength prism 
necessary to correct the defect is the amount of 
error present. The rod is then rotated to the 
vertical position and the streak appears hori- 
zontal, if the patient is orthophoric in the verti- 
cal meridian then the streak will bisect the light; 
if a right hyperphoria is present it will appear 
below the light, if a left hyperphoria is present 
it will appear above the light. If an error is 
present it can be measured by placing the prisms 
base up or base down, increasing the strength 
until the streak bisects the light. This same 
procedure is repeated at fifteen inches, because 
the errors may vary in amount at infinity and 
for near. 

(4) The Phorometer—This is a mechanical 
optical device made by placing two six-degree 
prisms in a frame that is leveled by a spirit level 
and on each side geared up so that the prisms 
can be rotated and their bases will turn away 
from each other and when one is base up the 
other will be base down. And if rotated on far- 
ther both prisms will come to the position of 
base in. It is used with one prism base up and 
the other base down in the horizontal phorias 
and with both prisms base in in the vertical pho- 
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rias. In testing, the patient looks at a source 
of light twenty feet away. Two images will be 
seen, one above the other. If the patient is 
orthophoric the images will be seen in the same 
vertical plane, but if esophoria is present the 
right image will appear to the right of the verti- 
cal plane and the left image will appear to the 
left. If an exophoria is present, the right image 
will appear to the left and the left image to the 
right. In either case the prisms are rotated 
until the images are one above the other in the 
same vertical plane, and the amount of error 
can then be read from the calibrated scale on 
the instrument. In testing for the vertical pho- 
rias, the prisms are placed base in and this 
makes the images appear on the same horizontal 
plane if the patient is orthophoric, but if there is 
an error present one image will appear above 
and the other below. The prisms are again ro- 
tated until the images are in the same horizontal 
plane and the amount of right or left hyper- 
phoria is read from the scale. This is probably 
the easiest and quickest method of taking a mus- 
cle balance, but difficulties sometimes arise when 
one of the prisms becomes turned in its frame, 
causing the results to be in error. So in using 
this instrument it is well to have both the prisms 
and the frame well marked as to the position of 
the bases. 

(5) The Stereoscope——The ordinary stereo- 
scope needs no description, but the slide used in 
it to detect muscle imbalances may. This slide 
is made as any ordinary stereoscopic slide ex- 
cept there are no pictures to be fused. A cali- 
brated line runs vertically through the center 
of the right side of the slide and another 
calibrated line runs horizontally through the 
center of the left side. When this slide is viewed 
through the stereoscope, if the patient is ortho- 
phoric, the lines will bisect each other, making 
a perfect cross. If there is an esophoria pres- 
ent, the vertical line will cross the horizontal 
line to the left of the center, and if an exophoria 
is present it will cross to the right of the center. 
If a hyperphoria is present, the horizontal line 
will cross the vertical line either above or below 
the center. The lines are calibrated in prism- 
diopters so that the amount of error can be 
read off the card without any calculation. This 
test is not considered as accurate or as satis- 
factory as the maddox rod test because the opti- 
cal system of the stereoscope is involved, but it 
is a very good and quick preliminary test. 

It has been my observation that no matter 
what method is used in taking a muscle balance 
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the amount of error is rarely constant, that is, 
when it is taken several days or hours apart, 
and some patients will show a more marked va- 
riation than others. This is especially true in 
the horizontal phorias and not uncommon in the 
vertical variety. This is probably due to the 
fact that we are dealing with not a fixed optical 
system controlled by a constant muscular system, 
but with a fairly variable optical system that is 
controlled and activated by a most variable psy- 
cho-neuromuscular system. And I believe that is 
the reason that so many of us have found our 
results disappointing when we have followed the 
orthodox method of handling these cases as de- 
scribed in most of our texts today. And that 
in turn is undoubtedly the reason that so many 
oculists have used the method of “hands off and 
let well enough alone” in handling cases of mus- 
cle imbalances, while the charlatans have been 
making much from our oversights. A better un- 
dertanding of the mechanism, causes and man- 
agement of muscle imbalances is one of the ma- 
jor challenges to the young eye physician today 
for, make no mistake, the irregular practitioner 
of eye disorders is not passing it up. 

The management of the muscle anomalies un- 
der discussion can be put under four headings, 
namely: refractive, general, orthoptic, and sur- 
gical. 

(1) Refractive—A careful refraction is al- 
ways done, using homatropine cycloplegic where 
there is any question of remaining accommoda- 
tion, unless it is definitely contraindicated. A 
muscle balance is then done with full correction 
on and the results are recorded. If a sufficient 
imbalance is found to warrant further considera- 
tion the patient is advised to return for a post- 
cycloplegic test and muscle balance. In pre- 
scribing glasses for these patients the following 
general rule is followed: if the patient is hy- 
peropic and has a constant esophoria for dis- 
tance and near, a full correction is given, and in 
an occasional case where the error is exaggerated 
for near an addition of one to two diopters is 
added to the glass for close use. If the hy- 
peropic patient has an exophoria that is constant 
for distance and near, then the weakest glass 
with which normal visual acuity can be obtained 
for distance is given, and in an occasional case 
where the error is more marked for near a weaker 
glass is given for close use. Prisms are some- 
times necessary for comfort in the esophoric pa- 
tient who is past middle life. They are given 
base out and for constant wear. In the myopic 
patient with an esophoria constant for distance 
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and near, the weakest glass with which normal 
visual acuity can be obtained is given. If the 
myope has a constant exophoria then a full cor- 
rection is given. As in the hyperope, prisms 
base out are sometimes given to older patients, 
but in no case that I have seen was anything per- 
manently gained by giving prisms in the hori- 
zontal phorias to patients before the age of pres- 
byopia. If a hyperphoria is present, in either 
myope or hyperope, which is constant on repeated 
tests, then a correcting prism is given for con- 
stant wear. An error of three-fourths prism di- 
opter is not considered sufficiently large to re- 
quire a correcting prism, so in larger errors 
where a correcting prism is to be prescribed, the 
amount given is the full correction less one-half 
to three-fourths prism-diopter, with the balance 
given equally divided between the two eyes, one 
base up and the other base down. 

(2) General Treatment—This depends on 
the suspected underlying cause ascertained by a 
carefully taken personal history. If other than 
faulty living habits are suspected the patient is 
referred to his family physician for a physical 
examination, or to the rhinologist to rule out 
foci of infection in the nose and throat, and to 
the dentist to rule out apical abscesses of the 
teeth. There are undoubtedly some cases that 
should be seen by a neurologist. 

(3) Orthoptic—tThis is a system of eye exer- 
cises developed and used primarily in the treat- 
ment of squint and amblyopia exanisopia with 
the idea of developing vision, fusion, stereopis, 
coordination and the breaking up of the habit of 
suppression. And being one of those who be- 
lieve that the difference between a squint and 
a phoria is one of degree only, I believe 
that orthoptic training has a definite place in 
the treatment of the phorias. It has been shown 
conclusively by Guibor and others that orthoptic 
training is of definite value in the treatment of 
squint. 

It is not my purpose to say what method, or 
whose system, or what instrument or group of 
instruments is best for this procedure. There are 
a large number of them on the market, all of 
which must have some virtue, particularly in 
the hands of the man who developed them, but 
which is best, I am not in a position to say. 
However, we must keep in mind that what we 
wish to accomplish in using orthoptic training 
is to re-establish normal physiology in a dis- 
turbed psycho-neuromuscular system that has to 
do with the coordination of the two eyes. And 
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to do this there are several fundamentals that 
should be borne in mind. The system should 


(1) Relieve the habit of suppression. 


(2) Supply stimulus to the maculae or points 
of central fixation. 


(3) Supply stimulus to the periphery of the 
retinae or that part that has principally to do 
with motion. 


(4) Help develop or re-establish fusion, or at 
least strengthen it. 


(5) Help develop or re-establish stereopsis. 


(6) Help develop or re-establish the coordi- 
nation of the two eyes. 


(7) Help maintain a simultaneous coordina- 
tion of all of these. 


When and if you find a method or instru- 
ment that fulfills these requirements, and your 
patient is not relieved by ordinary methods al- 
ready discussed, then I suggest giving orthoptic 
training a trial. 


(4) Surgical—When all conservative meth- 
ods have been resorted to and the patient’s 
symptoms persist, you are then justified in con- 
sidering a surgical procedure. In esophoria the 
operative procedure should attempt to weaken 
the internal recti, but by using some procedure 
that you have control over, such as the Jaimison 
recession or one of its modifications, or you may 
attempt to strengthen the external recti by using 
one of the various shortening operations, prefer- 
ably the tuck or the cinch operation, where the 
muscle is not cut or loosened from its attach- 
ment to the globe. In exophoria an attempt to 
strengthen the internal recti should be done, 
preferably using the tuck or cinch operation. 
Recessions on the external recti in exophoria are 
of questionable value. 


I call your attention to the fact that I have 
not mentioned either convergence insufficiency 
or divergence excess in this discussion. Both 
are closely related, but involve so much that they 
have been left to some future time. 


REFERENCES 


1. Duke-Elder: Text-Book of Ophthalmology, 1:286, 593-614, 
1013-1086. St. Louis: C. V. Mosby Co., 1933. 

- Duane: Fuch’s Text-Book of Ophth., 8th Ed. Rev., pp. 
323-373. Philadelphia: J. B. Lippincott Co., 1924. 

. Thorington: Methods of Refraction, pp. 242-290. Philadel- 
phia: P. Blakiston & Co., 1916. 

bef Diseases of the Eye, 11th Ed. Rev., pp. 277-384, 


. Gifford’s Ocular Therapeutics, pp. 247-250. Philadelphia: 
Lea & Febiger, 1932. 

. Atkinson, D. T.: 614. 

Philadelphia: Lea 


External Diseases of the Eye, p. 
& Febiger, 1934. 


SOUTHERN MEDICAL JOURNAL 


June 1935 


. Atkinson: Oculo-Refractive Cyclopedia and Dictionary, 2nd 
Ed., pp. 157-161, 282. The Professional Press, 1934. 

8. Atkinson: Ocular Muscles and Fusion, pp. 23-32, 77-87, 
98-110, 178-180. The Professional Press, 1933 

9. Guibor: Some Possibilities of Orthoptic Training. Arch, 
Ophth., 11:433-461, March, 1934. 

10. Davis, W. Thornwall: Esophoria Arch. 
Ophth., 10:455-464, Oct., 1933. 

11. Bielschowsky: Divergence Excess. Arch. Ophth., 12:157- 
166, Aug., 1934. 


200 Carondelet Street 


DISCUSSION (Abstract) 


Dr. W. R. Buffington, New Orleans, La—In giving 
ocular comfort to human beings in modern artificial 
life the oculist must consider the problem from various 
angles: first, working conditions, hours devoted to near 
work, the amount of healthful exercise taken, and, 
finally but not least, the lighting condition under which 
work is done. These problems adjusted properly will 
often relieve distressing symptoms when an attempted 
correction of manifest heterophoria has failed. 


Accommodative asthenopia, either a subnormal or a 
spasm of accommodation, is generally the result directly 
or indirectly of some form of heterophoria. In fact, 
the ocular discomfort associated with the phorias is 
largely accommodative. Correcting the muscular ab- 
normality relieves the accommodative distress. On the 
other hand, an accommodative phenomenon is seen oc- 
casionally not secondary to any muscular anomaly. 
The individual suffers greatly after the near use of his 
eyes. These patients are often robust and _ healthy. 
Single binocular vision and muscle balance function 
perfectly. By whatever test made the amplitude of 
accommodation is normal and a state of accommodative 
spasm can be eliminated. That the pain is real is evi- 
denced by the fact that there is often lacrimation and 
conjunctival hyperemia after attempted near work. To 
this group belong a large number who complain in- 
tensely of glare, both daylight and artificial. They are 
habitually seen going about wearing dark glasses. If 
these cases are recognized early the oculist may save 
many useless hours in trying to correct some error of 
refraction or some vague muscle imbalance. The con- 
dition which creates such a profound psychoneurosis is 
due to a disturbance of accommodative innervation. 
These cases are relieved sometimes by change of 
thought, habits, and environment. My purpose in call- 
ing attention to this type of individual is to warn 
the enthusiasts against the uselessness of prolonged or- 
thoptic exercises. 

The essayist says he has purposely left out of his 
discussion convergence insufficiency and divergence ex- 
cess. The asthenopia of muscle imbalance so shows 
these defects that they must become an intimate part 
of the study of heterophoria. For example: functional 
convergence insufficiency is often seen in poorly devel- 
oped school children or in young men and women sub- 
jected to long hours of work in stores and offices with 
little opportunity for exercise. This functional defect 
in convergence may also become the cause of discomfort 
late in middle life or in old age as a part of a general 
relaxation of bodily musculature. This insufficiency 
should fall within the scope of this paper. The ocular 
symptoms during childhood and young adult life are 
usually relieved by healthful outdoor recreation, such 
as walking and tennis. Simple convergence exercises 
quickly restore this function. Among the cases seen in 
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late middle life or in old age, exercises of all kinds are 
disappointing, but prisms, bases in generally give won- 
derful relief. 

In contrast to the group just discussed, there is a con- 
vergence defect due apparently to a faulty development 
of the so-called convergence center. It is probably the 
latter the essayist had in mind. One now and then sees 
a patient in routine practice whose adduction is perfect, 
yet the act of convergence is nil. As a rule, the pa- 
tients learn in early life to suppress the image in one 
eye in order to overcome diplopia at the near point. 
This suppression leads later to a divergence excess. In 
this group one finds now and then a patient who fails to 
suppress the image of one eye. Because of this, much 
discomfort often follows. The point I wish to make 
is that exercises both ocular and general and orthoptic 
training do not cure these true cases of essential con- 
vergence insufficiency. To illustrate: a young sister of 
charity, a teacher, consulted me years ago because of 
much discomfort in all near work. All her life she 
had been forced to limit her educational activities be- 
cause of her eyes. Correcting an error of refraction 
did not help her; orthoptic convergence exercises were 
of no value. Later a tuck advancement of the internal 
rectus had no effect on the convergence act. Comfort 
resulted only after eight degree prisms, bases in, were 
prescribed for near work. This patient has orthophoria 
for distance, but diplopia became manifest at 18 inches. 
The prisms were given in her early thirties. Prisms 
should be given in early life to patients with true or 
essential convergence insufficiency in order to overcome 
the diplopia at the near point, eliminating in part the 


_ stimulus to suppress the image of one eye. If this is 


done and then convergence exercises are instituted early 
it may arrest the inevitable divergence excess or even 
exotropia of later life. Except in this limited group of 
cases prisms are not tolerated well, as the essayist says, 
by young subjects. 

High degrees of esophoria or convergence excess is 
best corrected by prescribing the full static refraction. 
This is true if the refractive error be high. If this fails 
and a residual convergence excess remains, orthoptic 
exercises are of little or no value. An early guarded 
recession of the strong adductor or a tuck of the nor- 
mal or weaker abductor is the most effective remedy. 
The operative procedure is the same as is done for 
manifest squint. Following the operation, exercises are 
beneficial in stabilizing single binocular vision, which 
may have been somewhat disturbed because of the op- 
eration. On the other hand, the distress secondary to 
exophoria and divergence excess is due more to a spasm 
of accommodation than to any one thing. The spasm 
of accommodation results from overaction of the ciliary 
muscle. Prism exercise and orthoptic training often give 
startling results. 


True hyperphoria can cause as much discomfort or 
more than any of the extraocular muscle abnormalities. 
Its correction often affords great relief to the victims. 
Whenever the hyperphoria is constant it is best cor- 
rected up to 10 degrees by prisms. Orthoptic exercises 
are of no value. In late years enthusiasts have written 
a great deal about the wonderful advantages of the oc- 
clusion test in order to determine the degrees of the 
various forms of muscle imbalance and especially its 
value, bringing out latent hyperphoria. In my own 
experience the occlusion test has been disappointing. 
In the first place, to cover one eye over a period of 
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days is most impracticable for the average patient. In 
the second place, one often creates greater discomfort 
by correcting defects brought out by such occlusion. 
On many occasions I have covered one eye for 48 hours 
or longer, bringing out in one instance four degrees 
of right hyperphoria. Then changing the occlusion to 
the left eye for the same time a four-degree left hyper- 
phoria became manifest. These tests show, after all, 
that the occluded eye assumes its prerogative of passing 
into the state of rest characteristic of the Bell phenom- 
enon. In other instances, the degrees of hyperphoria 
are not always constant. Tests on different days may 
show considerable variation. In such cases occlusion 
of one eye for a few hours, or even for a day, may 
assist in determining the true hyperphoric status. In 
making routine examinations, one occasionally finds 
what seems to be a true alternating hyperphoria. The 
eye before which is placed the Maddox rod becomes the 
hyperphoric eye. As a rule, the inconstant or alternat- 
ing hyperphoria is of low degree and symptomless. 
Should this group have discomfort, orthoptic training 
may be of value. 


Dr. Newton H. Bowman, Mercedes, Tex.—All phorias 
of consequence express themselves in an asthenopia of 
which there are three types, namely: accommodative, 
muscular, and retinal. 


Cases of refraction should not be concluded unt:: the 
question of proper muscle balance has been estimated 
and the correction is made a part of the glasses pre- 
scribed. If the phoria correction is included with the 
ordinary refractive error, the patient will be imme- 
diately and permanently relieved of asthenopia symp- 
toms. 

It is my custom to study all phorias by means of 
diplopia at the near point. I rather disregard visual 
acuity for the far point in those cases of over-accom- 
modation, increased innervation and excess convergence. 
The fusion sense is always taxed in all phorias. By 
diplopia this sense is not impaired in the least and en- 
ables the examiner to measure the accommodation 
power, the relative amount of convergence from which 
findings the ratio of accommodation to convergence 
can be functionally established, but not statically, as 
there is no such thing as a static convergence in the 
living human eye. Mydriasis prohibits the study of 
the relation of accommodation to convergence. The ac- 
commodation must be active in the final study of pho- 
rias. 

The vertical phorias are due to an involvement of 
one muscle or a group of muscles on one eye and not 
both eyes. Therefore, correct with prism on the eye 
in error and do not divide the prism up and down as 
is generally done. 


Dr. Clark (closing) have not been as fortunate 
as Dr. Bowman in permanently relieving asthenopia by 
including the phoria correction with the refractive error 
correction in all cases. Frequently my patients are im- 
mediately relieved by this method, but rarely perma- 
nently, and then other methods have to be resorted to. 

I do not prescribe prisms for the young patient who 
has an exophoria. I have tried it many times and it 
has not worked out satisfactorily for me. However, I 
do not condemn the procedure if it is used by a man 
who is satisfied that ne obtains good results with it. 


) 


DRUGS IN OTOLARYNGOLOGY* 


By T. W. Moore, M.D., 
Huntington, West Virginia 


President Hutchins! tells us in his address, 
“Back to Galen,” delivered last year before the 
American College of surgeons, 


“that the central idea which Galen entertained was 
that the organism is a whole, as such it cannot be fur- 
ther divided. * * * The organism is a whole with 
an environment. * * * Knowledge of the environ- 
ment is, therefore, as important as knowledge of the 
organism.” 


Today this is the basis of drugs in otolaryn- 
gology, where I believe more attention is being 
paid to the general condition of the patient, his 
diet and environment, what he eats, touches and 
smells than in any other specialty, with the pos- 
sible exception of pediatrics. But whilst we 
recognize this, we must confess that the medical 
profession as a whole has become so imbued 
with vaccine-vitamin - ultraviolet - glandular ex- 
tract and other therapy that stimulates endo- 
crine activity that in many cases we are doing 
more harm than good. So much so, that a well- 
known scientist,?7 not a physician, writing re- 
cently, says: 

“During the past twenty years the craze for vitamins 
and for irradiation has resulted in the excessive use of 
agents that actually induce calcification of the body, 
or by over-activating the endocrine glands, have in 
some cases caused notable calcium excretion. With 
hyperfunctioning endocrines, ensues excessive liberation 
of calcium and iodine, which is followed by exhaustion 
and hypofunction that will permit accumulations of 
cholesterol and muscular weakness, favoring diseases of 
various systems. Most injurious effects have arisen 
from propaganda for more calcium, extended even to 
states where high calcium is already causing endocrine 
disturbances.” 

Not a single one of the glandular extracts has 
proven of any value in my hands when admin- 
istered by mouth. Not even the thyroid extract 
which seems to have been helpful in certain oto- 
laryngological conditions in the hands of my 
medical friends. 

Chidester® reminds us that 


“The recent exclusion of ovarian extracts from the 
list of accepted remedies of the American Medical As- 
sociation brings us sharply to realize that for thirty-five 
years there have been certain preparations on sale, the 


*Read in Clinical Session, Texas Ophthalmological and Otolar- 
yngological Society, meeting conjointly with Southern Medical 
Association, Twenty-Eighth Annual Meeting, San Antonio, Texas, 
November 13-16, 1934. 
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value of which as demonstrated by Frank* (1929) must 
have been due largely to suggestion.” He adds: 
“When we consider the wide variations in iodine con- 
tent of extracts from the anterior pituitary and the 
thyroid glands as influenced by temperature, dietary 
conditions, pregnancy, or operative removal of the 
gonads, it is evident that the commercial extracts cannot 
be uniform, and further if the benefits previously 
ascribed to unknown substances found in various endo- 
crine extracts are largely to be attributed to their iodine 
content, it is desirable that standardization be effected.” 


Of the serums those that are to be relied 
upon are very few. We know that diphtheria 
antitoxin is dependable and when given early 
in sufficient dose is specific. If given intra- 
venously its potency is increased many times, 
Berghaus,® I think, said five hundred times. 


If we have the blood and sputum typed and 
are able to obtain the specific strain, pneumo- 
coccus serum acts sometimes almost miracu- 
lously. Unless this is observed to the minutest 
detail we are doomed to disappointment. 

Stock vaccines are among our greatest lot- 
teries because we do not often find the exact one 
for the invading micro-organism. 

Autogenous vaccines disappoint us more often 
than otherwise, probably because the proper 
method of preparing them is yet to be learned. 

If colds are due to a filterable virus as we 
now, I think, have convincing evidence that they 
are, it is not reasonable to expect much from 
serums for their prevention. 


A few years ago we were led to expect much 
from bacteriocides introduced into the system. 
I remember at one of our meetings a nationally 
known otolaryngologist who said as we were 
leaving a session: 

“T suppose that now we will be able to discard all 
of our mastoid instruments. All that will be necessary 
in middle ear and mastoid infections will be to admin- 
ister urotropin.” 

Today, in spite of the numerous dyes and 
other chemicals that have been tried by intra- 
venous administration, we know that the ar- 
senicals are the only ones of proven value. We 
do know that their worth is established beyond 
question in spirochetal infections, both syphilis 
and Vincent’s. 

Much has been said about the intravenous 
administration of hydrochloric acid. I think 
that Lewis® has shown that about all that it 
does is to produce a slight and transient leuko- 
cytosis. In his experiment made upon hi 
the increase was from 9,600 white corpuscles to 
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18,000 in five hours. In twenty-four hours the 
number had receded to 14,000, and in three 
days the count showed 11,000. If this is what 
you wish to produce, give it; otherwise, do not 
fool yourselves. 


Having discussed the scarcity of dependable 
drugs, I will endeavor to tell you of a few 
things that have helped me in my practice, often 
with no demonstrable scientific reason for their 
use. As Carmack’ tells us in his masterly sum- 
mary of “Therapeutics in Otolaryngology” 
(from which much of this talk has been taken), 
“Some agents have been continued because of 
demonstrated clinical value, and others have 
been continued through the effortless custom of 
habit.” 

We will all at times go back to old prescrip- 
tions that have proven helpful, or at least the 
patient has thought so, and for which we are 
nct able to find a scientific basis. 


While writing this paper an elderly country woman 
came to my office asking if I could give her a copy of a 
prescription that I gave her four years ago which “had 
helped her catarrh and her deafness very much.” She 
said that she had used it for over a year and that her 
family noticed how much her hearing had improved; 
that she had been freer from colds and felt much better 
when using it. My files showed the prescription con- 
tained acid tannic, quinine sulphate of each gr. VIII, 
menthol gr. V, pretrolatum 3 I. My notes show that 
she had an otitis media catarrhalis and that catheteriz- 
ing the tubes had not benefited her. Conditions were 
such that she could not return for further treatments. 
I never like to tell a patient that nothing can be done 
for him, so I gave her this ointment for use in her 
nostrils night and morning. Her tinnitus had ceased 
and her hearing was better than when I had last seen 
her four years before; all due, in her mind, to the nasal 
ointment, which, by the way, has for years been a fa- 
vorite of mine. 


Last year we had an unique experience with 
our hay fever cases. We had thirteen one after 
another, nearly all old patients who came for 
some local treatment that had been given in a 
previous attack: some for a silver protein pack, 
some for actual cauterization as recommended 
by Killian for asthma, and so on. To each one 
of the patients dilute hydrochloric acid was 
given in small doses after each meal and a 
hypodermic of an iodine compound in the of- 
fice. The first twelve were relieved, nine com- 
pletely, three made less uncomfortable, some 
after the first, all after two or three treatments. 
The last patient did not return and, to my query 
over the ’phone, stated that the treatment made 
him worse. These patients all came during the 
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month of August. Our hospital laboratory 
showed that in this month forty-three specimens 
of urine were examined, and every single one was 
alkaline. This included my first twelve hay fe- 
ver patients. We have never had a condition 
like this at any other time. I thought there 
might be something wrong with the litmus pa- 
per, but a careful check up showed that it was 
all right. 


In the Jarvis® letters on diet, attention has 
been called to the fact that where the blood 
sugar content is low the blood iodine is also 
low. This is particularly true as to blood sugar 
in allergic conditions and these were cases prob- 
ably where we would have found low blood 
iodine. This may explain our results. 


One of my patients to whom I administered 
the iodine compound and hydrochloric acid had 
an endocrine imbalance the nature of which we 
had not been able to determine. 


This was a boy of 13 years, very large for his age, 
nearly six feet tall with large bones and plenty of flesh, 
who always had a ravenous appetite, particularly for 
starches and sweets. He was never free from hyper- 
nasal secretion with an edematous nasal mucous mem- 
brane and sinuses usually cloudy to transillumination, 
the x-ray indicating thickened membrane cr fluid in 
maxillaries, but washing the antra always showed them 
to be negative. Almost anything that I did gave tem- 
porary relief: Dowling’s pack or an ephedrine pack. 
Thyroid extract in 1% grain doses seemed to make 
him worse. One day I gave him a dose of iodine 
compound hypodermically and prescribed ten drop doses 
of dilute hydrochloric acid by mouth. The patient, 
who lives in a near-by town, did not return. Three 
months afterwards on the street in my city the boy’s 
mother came running to me, saying: “Dr. Moore, you 
have cured my boy. That hydrochloric acid cured 
him.” This November the mother wrote to me, stat- 
ing that she gave the hydrochloric acid for several 
months last spring, dropping it when he had been free 
from any sinus manifestations for some time. She fur- 
ther stated, “he is ‘always better during warm weather. 
He did, however, show a much greater improvement 
even than is usual with him in summer, having been 
entirely free from colds, not nervous and stronger in 
every respect than I have ever known him. Not until 
a few days ago had he shown any sign of cold and it 
has yielded very readily to nose drops and such treat- 
ment as I have given him.” 


Do you suppose that the hydrochloric acid in 
small doses was all that he needed? I do not 
see how it could possibly help except through 
supplying a lack of this in the stomach and im- 
proving digestion. Possibly this in conjunction 
with the increased absorption of calcium from 
the bowels, which we are taught that it causes. 
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I have been able numerous times to relieve 
an acute sinusitis by having the patient use an 
ointment containing epinephrine solution 3 Iss, 
menthol gr. V, oil of eucalyptus M XXX, lano- 
lin and oil of sweet almonds of each one-half an 
ounce. This is introduced into each nostril 
every four hours. I insist upon the patient’s 
remaining in bed and at the same time taking 
sodium salicylate one-half dram every four hours 
until tinnitus develops, or six doses are taken. 


Ephedrine has not proven very helpful in my 
hands, although a 3 per cent solution with 0.5 
per cent cocaine hydrochloride will often relieve 
for several hours the distress incident to an acute 
coryza. This, of course, must always be used 
by the physician and never given to the patient 
for self-administration. For the more chronic 
conditions a vasoconstrictor, the synthetic 
product, hydroxyphenylmethylethylamino-ethanol 
hydrochloride, has proven very helpful, used as 
a nasal pack for half hour once daily. It relieves 
the congestion and the effect lasts for from 
three to four hours without a violent reaction. 


After tonsil and adenoid operations in children 
where the patient remains anemic and has no ap- 
petite, nothing has proven so good, if the pedia- 
trician will permit me to give it, as syrup of 
iodide of iron in small doses, ten drops in water 
three times daily. In the old days I found it 
more helpful after diphtheria paralysis than 
any other drug. 


We have found the intravenous injection of 
sodium iodide in our cases of herpes about the 
eye and forehead almost specific, 30 grains at 
a dose. I am not sure how it acts, but the 
results have been immediate and most gratifying. 


In the cough at the end of an attack of per- 
tussis that is often annoying and in some cases 
returns every winter for several years, calcium 
sulphide given in small doses, as nearly every 
hour as possible for three or four days until you 
notice the odor from it in the perspiration and 
breath, will control the cough and make you a 
hero in the mother’s eyes. Just how it acts I 
am not sure. 


Among a group of otolaryngologists and oph- 
thalmologists, insulin in small doses, in non- 
diabetic conditions has been given and elicited 
much enthusiasm. This has not been merited 
by the results that we have obtained from it in 
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the limited number of cases where we have 
tried it. 

Another old-time remedy that will surprise you 
in the good results you will have is Unguentine’s 
hydrargyri nitratis 1 to 4 with cold cream as 
a remedy for ulcerated conditions about the 
nasal meatus which we often see in children 
and sometimes in adults. I have used this ever 
since I began practicing medicine. This year 
Perry Goldsmith mentioned it in his clinical talk 
before the Academy. 


The barbital preparations undoubtedly help in 
making our patients more tranquil during opera- 
tions with local anesthetics and the fact that 
they lessen the danger of intoxication from co- 
caine adds to their merit. I prefer the sodium 
iso-amyl ethyl barbiturate. 


For a number of years, after tonsillectomy we 
have been painting the fossa with a mixture of 
equal parts of tincture of iodine, tincture of 
benzoin compound and tincture guiac. We had 
thought that the postoperative soreness was 
much less for forty-eight hours from the use of 
this. We have tried painting one fossa and not 
painting the other and find that the patient 
complains just as often o? the painted fossa’s 
being more painful during the first two days 
as he does of the one that. was not painted. 


We have found intratracheal injections very 
helpful in subacute and chronic catarrhal laryn- 
geal conditions, whether we use mono-chlorophe- 
nol, guiacol or menthol in liquid petrolatum. 
All seem equally useful, so have concluded that 
it is the mechanical lubrication of the oil that 
is beneficial. 


I have not mentioned blood transfusion, which 
is often valuable in modifying disease and even 
in saving life, or the various narcotics and anal- 
gesics, feeling that they are only incidentally 
in our field and belong more properly to internal 
medicine. 
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HYPERIRRITABILITY AS RELATED TO 
THE TETANY SYNDROME* 


By Harotp T. Nessit, M.D., 
Dallas, Texas 


There is a syndrome of increased irritability 
heretofore puzzling in nature, which has its be- 
ginning at birth and which occasionally extends 
through the period of childhood. The mani- 
festations of this syndrome are at times so dis- 
similar that their expression is believed to be 
that of entirely different entities. Because the 
symptoms, which I shall describe, are common- 
place yet readily yield to a simple therapeutic 
maneuver, I shall describe my experience with 
the condition. 


It is manifested at birth by hypertonicity, 
hyperirritability, as evidenced by clonic spasm 
of the extremities (either spontaneous or easily 
induced by a minor disturbance, as by moving 
a coverlet) and a positive Chvostek. Of 588 
normal newly borns observed during the past 
five years, 80 per cent were noted to have these 
symptoms (hypertonicity, hyperirritability and 
positive Chvostek). Although alkalinity (due to 
hyperventilation) is given as a contributing fac- 
tor and even though Mitchell! maintains that the 
Chvostek sign is shorn of pathognomonicity, 
after newly born infants were given viosterol or 
calcium per os the facial phenomena as well 
as the hypertonicity and hyperirritability sub- 
sided in most instances. In the control group, 
not receiving this treatment, these symptoms re- 
mained unchanged. More recently, eighteen ex- 
pectant mothers who were given viosterol and 
calcium during the last three months of preg- 
nancy presented infants free from this triad of 
symptoms. One hundred per cent of Mitchell’s 
new borns and 80 per cent of my own uncon- 
trolled group demonstrated a positive Chvostek. 
Therefore, its absence in these eighteen babies 
and the fact that when it is present it disap- 
pears after calcium treatment, makes it neces- 
sary to include this sign as part of the tetany 
syndrome, 


The positive Chvostek, hypertonicity and hy- 
perirritability are not to be disregarded, since 
they are premonitory signs of a bizarre, occa- 
sionally grave, group of symptoms, consisting 


*Read in Clinical Session, Texas Pediatric Society, meeting 
conjointly with Southern Medical Association, Twenty-Eighth 
Annual Meeting, San Antonio, Texas, November 13-16, 1934. 

*From the Department of Pediatrics, Baylor University College 
of Medicine. 
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mainly of heightened neuromuscular irritability. 
In this group the threshold for response to stim- 
uli is so low that minor sensations, as clapping, 
a touch or jarring the crib will produce exag- 
gerated responses in the form of sudden move- 
ments varying from stretching to local or gen- 
eralized clonic spasm. 


It must be admitted that most newly borns 
which display a positive Chvostek progress nor- 
mally. In others, however, with the failure to 
provide vitamin D or calcium there develops a 
mild or grave nervous irritability. The mild form 
may be represented by restlessness, abnormal 
wakefulness, excess crying, tendency toward mild 
clonic spasm (with or without a minor disturb- 
ance) and hypertonia. The Chvostek, of course, 
is positive in every instance and provides the 
necessary clue in directing treatment. 

The graver symptoms are characterized cy- 
anosis or by signs of increased intracranial pres- 
sure. These symptoms may begin abruptly at 
birth or several days later with a slow pulse, 
irregular or suspended respirations and cyanosis. 
Death may occur or a deep gasping inspiration 
may launch a normal pulse, breathing and color. 
Periods of apnea then occur, which may be fol- 
lowed by other severe spells of cyanosis. Opis- 
thotonus and local or generalized convulsions 
frequently accompany the spells of apnea and 
cyanosis. Edema of the dorsum of the feet and 
hands (and in males the scrotum) may be pres- 
ent and this, together with a lack of the usual 
weight loss or a sudden increase, often enables 
one to predict the approach of these spells. The 
mechanism immediately responsible for the attack 
may be cerebral edema (which is known to ac- 
company a faulty calcium metabolism) although 
laryngo or bronchospasm or spasm of the dia- 
phragm must be considered. Because of the 
bodily edema elsewhere, the presence of in- 
creased spinal fluid pressure demonstrated 
to occur in these cases,2 and the evident 
signs of cerebral compression it is likely that 
cerebral edema is the aggravating factor in most 
of these instances. However, regardless of the 
cause, the prompt use of parathyroid will pro- 
mote immediate relief. The majority of newly 
borns with evidence of tetany, cerebral compres- 
sion and cyanosis are, I believe, being treated as 
cases of birth injury or cerebral hemorrhage. 
When death does not ensue the sequel, Little’s 
disease, resulting from cell atrophy or ischmia, 
due to the long-continued cerebral edema, cannot 
be distinguished from those sequelae known to 
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accompany birth trauma or cerebral hemor- 
rhage. 

Frequently the cyanotic attacks do not occur 
until after the new born period, that is, after 
two weeks. Although they are identical in na- 
ture they cannot, at this late period, be at- 
tributed to birth trauma. Consequently by us- 
ing the time-honored x-ray a respite may follow 
and the preplexing situation is designated usu- 
ally as that of status thymico lymphaticus. Ac- 
cording to Eicholz,® the roentgen ray elevates the 
total blood calcium and at the same time re- 
duces a normal antagonistic potassium. In six 
instances of tetany of my group, studies of total 
and diffusible calcium made before and after 
roentgen ray treatment showed an increase in 
both. In each of these cases before treatment 
(six instances) the spinal fluid, or diffusible 
calcium, was less than five mgs., whereas the 
total blood calcium was within the normal 
range. After roentgen ray treatment the spinal 
fluid calcium was above five mgs. Parathyroid 
affects the blood and spinal fluid calcium in 
the same manner. However, the elevation occurs 
more quickly and is more prolonged. Occasion- 
ally it is a life-saving measure, since it is avail- 
able at the bedside and because the physiological 
response is quicker. Often permanent relief fol- 
lows one parathyroid treatment while several 
roentgen ray exposures may be necessary to pro- 
«duce an abeyance of the cyanosis. 

During the first months a less serious but 
amnoying symptom of tetany is enterospasm. It 
was present in a large proportion (approximately 
one-fourth) of the uncontrolled group who evi- 
denced a positive Chvostek and hyperirritabil- 
ity and hypertonia at birth. Each instance of 
enterospasm under observation demonstrated 
this triad of symptoms, which had existed since 
birth. This classical condition, enterospasm, 
long the bane of pediatricians and known to the 
laity as “three months colic” is, in reality, tetany 
accompanied by vagotonia. The positive Chvos- 
tek, hyperirritability, hypertonia consistently 
present in my group reveal a physiological de- 
mand for calcium. When this need was met an 
abeyance of the enterospasm, as well as other 
symptoms of tetany, occurred. The present 
vogue of substituting other foods, giving drugs 
such as atropin, barbatol and papaverine to 
allay this autonomic imbalance, seems undesira- 
ble in view of the splendid physiological cures 
accompanying the use of calcium. Parathyroid, 
if used, produces a dramatic improvement usu- 
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ally and serves as a therapeutic test. Calcium 
and vitamin D orally will accomplish the same 
purpose, although the response is much slower. 


Other symptoms observed during the first 
year which are a part of the tetany syndrome 
are spasmodic strabismus, head retraction, flexed 
or shaking extremities, sleeplessness and (under 
smooth muscle control) angiospasm, spastic con- 
stipation, spasm of the bladder (in retention) 
and pyloric spasm. The Chvostek is positive, 
laryngo and carpopedal spasm are usually pres- 
ent and corroborative of tetany. Here again 
relief can be obtained by favorably influencing 
calcium metabolism. 


Pyloric spasm is the most refractory to treat 
of all tetanic symptoms. The customary treat- 
ment with the drugs atropin and phenobarbital, 
and thick cereal, one or all, is troublesome. The 
spasm will occasionally subside after one injec- 
tion of parathyroid and calcium, although some 
cases may for a while require a daily injection. 
In cases of pyloric spasm which fail to respond 
to the customary medical treatment, this harm- 
less calcium regime should be given a trial before 
resorting to surgery. Many a Ramstedt opera- 
tion, bearing a high mortality rate, may be 
avoided by this simple measure. 

Studies of the total blood calcium in the tetany 
syndrome just outlined are of little value. In 
my group of cases it was usually within normal 
limits. Ray, of the University .of California, 
who examined the total and diffusible calcium 
in infants with tetany, found that the diffusible 
fraction was consistently below 5 mg., whereas 
the total blood calcium was normal. After para- 
thyroid and calcium were administered, the dif- 
fusible calcium rose to normal and the tetany 
subsided. 

Because to secure these tests is often not feas- 
ible, or when delay might result in a fatal termi- 
nation, it is well to give a therapeutic test of 
parathyroid without delay, when the gravity of 
the situation demands, as in the presence of 
cerebral compression or cyanosis. When the 
condition is due to faulty calcium metabolism a 
prompt relief may be so obtained. Calcium per 
os may suffice to keep the cyanosis in abeyance, 
although repeated injections of calcium or para- 
thyroid are sometimes necessary. 

In the allotted time I can but mention that 
these hypertonic, hyperirritable infants often 
represent in the preschool years the child who 
is hard to control. He is “on the go” all the 
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time, described aptly by parents as “a!: legs and 
arms.” He is intolerant to rest, and even in 
the presence of marked fatigue, the nap and 
bedtime are scorned. The child falls asleep only 
after a long period of wakefulness, the sleep then 
being disturbed by talking, restlessness or so- 
called “night terrors.” During the entire twenty- 
four hours, because of fatigue and the low 
threshold of response, he is continually disturbed 
by even minor sensations. This is evidenced by 
an almost constant physical and psychic imbal- 
ance which replaces normal adjustment and good 
behavior. With this child a spasm or convul- 
sion frequently accompanies an acute illness. 
When one is confronted during the runabout pe- 
riod with such a problem the presence of a posi- 
tive Chvostek and a history of these tetanic 
manifestations earlier in life, the use of calcium 
can be relied upon to produce a most gratifying, 
perhaps a startling response. 

When considering a child of school age who 
displays a positive Chvostek and is bothered 
with such symptoms as blinking, sleeplessness, 
nervous cough, facial tic, emotional imbalance, 
and so on, a careful history may reveal that 
these symptoms, stereotyped chorea, are but 
different manifestations of the tetany syndrome 
which have probably existed in some form 
or another since the first days of life. Having 
reached this conclusion, the indication for a sim- 
ple measure, calcium therapy is obvious. 


SUMMARY 


A confusing array of symptoms has been cor- 
related into one, the tetany syndrome. The ob- 
servations presented include a group of newly 
borns, infants and children most of whom have 
been observed continually since birth. Premon- 
itory signs of tetany, particularly the Chvostek 
phenomena, stimulated a study of the prognosis. 
These cases have been boldly classified under 
one group because (1) each patient displayed 
certain signs of tetany, namely: positive Chvos- 
tek, hyperirritability and hypertonia, and (2) 
because every one of the varied manifestations 
was relieved by calcium therapy. (The im- 
practibility of securing Erb’s and Trousseaus’s 
signs in these infants has warranted their ab- 
sence from this discussion.) Another purpose of 
this paper is to elucidate the fact that tetany 
often begins during the neonatal period and 
may, if untreated, influence the mental and 
physical behavior throughout the earlier years 
of life. Observation in the history of the rami- 
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fications of this ‘syndrome may simplify con- 
siderably the usual methods of treatment. 
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THE TREATMENT OF ACUTE NEPHRITIS 
IN CHILDREN* 


By C. H. Wess, M.S., M.D., 
Shreveport, Louisiana 


The treatment of infants and children with 
nephritis presents problems differing from those 
encountered in the adult. 

Primarily, there is a difference in the host. 
The vigor of the youthful tissues and the un- 
damaged cardiovascular system offer a favor- 
able balance for the child. On the other hand, 
the infant and young child has a lower blood 
protein level’ and is more hydrolabile than the 
adult. There is also a difference in the type of 
disease process, as Schlutz,? Aldrich* and many 
others have pointed out that the acute post- 
infectious forms of nephritis are relatively more 
frequent in the child, while cardiovascular and 
terminal uremic states are more common mani- 
festations in the adult. 


Essentially, only two types of acute nephritis 
are encountered with any degree of frequency 
during childhood: (a) acute hemorrhagic or 
glomerular nephritis, termed acute post-infec- 
tious nephritis by Aldrich,* the type which is 
commonest and offers a good prognosis,” * 4 and 
(b) acute exudative tubular nephritis. or acute 
nephrosis, which tends to recur or become 
chronic, and presents a poor prognosis. There 
is much debate about a third type, diffuse* or 
mixed acute nephritis, which combines the hy- 
pertension, hematuria and nitrogen retention of 
glomerular nephritis with the chronicity, exces- 
sive albuminuria and low-protein edema of ne- 
phrosis. Some authors consider this to be only 
a stage of either the glomerular® or the tubular* 
form, while Bell® contends that all three are 
stages of the same pathological process. 


*Read in Clinical Session, Texas Pediatric Society, meeti 
conjointly with Southern Medical Association, Twenty-Eigh' 
Annual Meeting, San Antonio, Texas, November 13-16, 1934. 
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The present discussion of therapy is based 
on the observation during the past 3 years of 
22 children with acute nephritis, most of them 
sufficiently ill to be hospitalized either in pri- 
vate institutions or on the author’s pediatric 
service at Shreveport Charity Hospital. Eight- 
een of these children had glomerular nephritis, 
secondary to acute infections (Table 1); while 


Table 1 
INCIDENCE OF ANTECEDENT INFECTIONS* 
Number Per Cent 


Cervical adenitis 
Otitis media 
Infected tonsils 
Scarlet fever —.. 
Impetigo contagiosa 
*Some pa‘ierts had more than one infection. 


4 exhibited the characteristics of mixed or dif- 
fuse nephritis (Table 2). 


Table 2 
ACUTE NEPHRITIS, MIXED TYPE* 
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blood plasma. A = plasma albumin; G == plas 
A/G = albumin-globulin ratio; chol. == blood cholesterol. 
mal protein figures from Webb.? 


Regardless of differences of opinion about the 
pathological processes, from a clinical viewpoint 
certain manifestations of acute nephritis must 
be recognized and combated; to these features I 
wish to direct attention. 


(A) THE TOXEMIA OF ACUTE NEPHRITIS 


Acute nephritis in children practically always 
accompanies or follows acute infections, usually 
in the upper respiratory tract (Table 1). Hence 
toxemia of varying degree is present. For this 
reason Aldrich* advocates ample fluids as in 
other acute infections in order to dilute and 
‘wash out the toxins. He thinks it possible that 
edema itself may be a protective mechanism, 
Temoving toxins from the circulation. 


(B) THE KETOSIS OF ACUTE NEPHRITIS 


As in other acute infections, ketosis is often 
present, aggravated by low food (carbohydrate) 
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intake and vomiting. In such a case, readily 
available carbohydrate in the form of dextrose or 
fruit juices by mouth or dextrose solution given 
intravenously is often of great value. 


(C) THE EDEMA OF ACUTE NEPHRITIS 


Many children with acute glomerular nephritis 
exhibit little or no edema, but in some of the 
more severe cases and always where the ne- 
phrotic element predominates, edema may be 
extreme. Three factors are to be considered: 
plasma protein reduction, sodium chloride reten- 
tion and increased capillary permeability. 

Under normal conditions the body fluid ex- 
change is effected by a balance between hydro- 
static blood pressure, which filters the fluids 
into the tissues, and osmotic pressure, which 
pulls the fluids back into the blood plasma. 
Since the mineral electrolytes are diffusible, the 
really effective osmotic pressure is the colloid 
pressure of the non-diffusible proteins, the “on- 
cotic” pressure of Schade and Claussen.” Go- 
vaerts® has shown that plasma albumin has an 
oncotic pressure four times that of plasma globu- 
lin, hence is most important in this mechanism. 

In mild acute glomerular nephritis, without 
excessive albuminuria, the plasma proteins are 
not altered appreciably. With excessive al- 
buminuria, and especially if a low protein diet 
is maintained, a distinct plasma albumin deficit 
results, the osmotic pressure is lowered and 
edema fluids are retained in the tissues. Pe- 
ters and Van Slyke® have demonstrated that a 
fall of plasma albumin below 2.5 per cent or of 
total plasma protein below 5.5 per cent is fol- 
lowed regularly by edema. Hence in any exces- 
sive or prolonged albuminuria, dietary protein 
should not be restricted, but should be ample or 
high. Particularly is this true in the child, with 
his high protein demand for growth. The low 
protein diets formerly used were based on the 
supposition that the damaged kidneys could not 
excrete the end products of nitrogen metabolism, 
and that any increase in ingested protein would 
increase the azotemia. However, Peters et al'® 
found that the administration of sufficient pro- 
tein in excess of the metabolic requirements of 
nephritic patients to replace that lost in the 
urine did not increase the non-protein nitrogen 
of blood or urine. Kentman and McCann" ob- 
served that adults with hemorrhagic Bright’s dis- 
ease showed a disappearance of edema and gen- 
eral clinical improvement after a change from 
low to high protein diets. 

Persistent low blood proteins with resultant 
excessive edema may be temporarily alleviated 


9 41 
5 23 
4 18 
3 14 
1 4.5 
1 4.5 
+4 1 4.5 
| | 
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by blood transfusions. Of especial interest is 
the recent report by Hartmann’* that nephrotic 
children with persistent plasma protein deficits 
may be relieved for long periods of time by in- 
travenous infusions of acacia. 


A second factor in nephritic edema is sodium 
chloride retention, accompanying marked altera- 
tions in the equilibrium of electrolytes in the 
body fluids. Water can be retained to only a 
limited extent without an equivalent amount of 
sodium chloride, approximately 7 grams of so- 
dium chloride being required per liter of water. 
Reduction in salt intake limits markedly the 
tendency to edema, hence low salt or salt-free 
diets are indicated when edema is present. 

Certain acid-forming salts are of value in 
the treatment of nephritic edema, especially 
calcium or ammonium chloride, ammonium or 
magnesium sulphate. There is produced’* an 
increased acidity in the body fluids with a low- 
ered base binding capacity of the proteins and 
increased excretion of fixed base. The loss of 
edema fluid is closely proportioned to this ex- 
cretion of fixed base. Magnesium sul- 
phate in addition has a hydrogogue ac- 
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Blackfan and McKhann’* found that these 
symptoms are controlled by magnesium sulphate 
given by mouth, unless the patient is already 
unconscious, in which case the salt is given in- 
tramuscularly or intravenously. Aldrich,!" be- 
lieving the cerebral edema to be toxic in origin, 
forces fluids in addition to the use of magne- 


sium sulphate. With severe convulsions or 
coma, rapid relief of intracranial hypertension 
may be effected by spinal drainage. 


(E) CARDIAC AND RESPIRATORY EMBARRASSMENT 


In occasional cases, large accumulations of 
fluid as ascites, pleural or pericardial effusions 
may produce embarrassment of the heart or 
respirations. Unless relief*is secured by the de- 
hydrating measures, removal of the fluid by tap- 
ping may be indicated. One of our cases 
(Fig. 1), a negro girl of 11 years, with rather 
severe cardiac embarrassment and dyspnea, was 
relieved by digitalization in conjunction with 
intravenous dextrose, oral magnesium sulphate 
and ammonium chloride administration. One 
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Fig. 1 


Case M. P. Graph ——— the response to digitalization in addition 


er forms of therapy. 


‘ 
4 


560 


ampoule of a digitalis preparation was given 
every 2 hours for a total of 6 ampoules. Four 
ounces of saturated solution of magnesium sul- 
phate and 1 gram of ammonium chloride daily 
were administered. Good diuresis resulted, im- 
provement was noted within 12 hours and in 24 
hours she was quite comfortable and the edema 
subsided rapidly. 


(F) ANEMIA AND MALNUTRITION 


As the acute renal process subsides, care 
must be taken to prevent or overcome nutri- 
tional deficiencies. Secondary anemia is fre- 
quent and may be alleviated by the use of inor- 
ganic iron, as ferrous ammonium citrate, 1 grain 
per pound body weight daily. Where severe 
anemia is combined with low blood proteins, 
transfusions may constitute a life-saving meas- 
ure. Lost body tissues must be replaced by am- 
ple protein, high caloric and high vitamin diets. 
Exposure to sunshine or ultraviolet radiation is 
indicated. 

ROUTINE OF TREATMENT AND RESULTS 

Treatment of the 22 cases of acute nephritis 
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was based on the above discussed considerations, 
As all were post-infectious (Table 1), fluid in- 
take was not restricted. When the patient ap- 
peared toxic or had acetonuria, fluids were 
pushed, especially isotonic dextrose solution by 
mouth or intravenously. 

The following case report illustrates the value 
of high fluid intake in overcoming toxemia: 

D. B. (Fig. 2), a 6-year old white girl, was referred 
to the Schumpert Sanitarium by her home physician, 
Dr. H. P. Curtis, because of acute mastoiditis with 
acute nephritis. There were edema of the face and 
extremities, mental haziness, elevation of temperature 
to 103° F. and urinary findings of 4 plus albumin, many 
erythrocytes and granular casts. Mastoidectomy was 
done by Dr. R. H. Riggs and during the operation 500 
c. c. of combined dextrose and saline solutions were 
injected subcutaneously. Water was given by mouth as 
soon as tolerated, the fluid intake reaching 2,500 c. c. 
in the first 24 hours. By this time she was mentally 
clear and within 48 hours, despite the high fluid intake, 
the edema had subsided. Rapid improvement ensued. 


In addition to the fluids, the ordinary hospital 
soft diet or its equivalent, with normal protein 
content, was given to most of the children dur- 
ing the acute phase of the disease. When the 
plasma proteins were low, 
a high protein, high caloric 
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(protein - saving) dietary 
was instituted. All cases 
showing edema, which in- 
cluded practically the en- 


tire series, had salt - free 
diets until the edema 
cleared, then salt was re- 


stored gradually. 

Blood pressure determi- 
nations were taken fre- 
quently and if the pressure 
was above 120 mm. of mer- 
cury, or rising, or if cere- 
bral symptoms of any kind 
were present, magnesium 
sulphate was given by 
mouth, one to four ounces 
daily, and continued until 


ow the blood pressure was re- 
duced and the symptoms 

did not recur. If the pa- 

tient had convulsions or 

© 0} coma, spinal drainage was 
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There was good diuretic 
response with decrease in 
edema in all of these cases. 
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EDEMA such response. Hirsch- 
LB. felder’s'® report of toxic 
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absorption following mag- 


2 nesium sulphate adminis- 


Fig 3 


tration to nephritics em- 


Case F. H. Details of fatal case. Accurate output not shown because of incontinence. phasizes the necessity of 


Note control of nypertension and convulsions by decompressing measures. 


cerebral symptoms ranging from headache, 
drowsiness or vomiting to convulsions, and sev- 
eral others with rising blood pressure were treat- 
ed in this manner. All responded well, with 
the exception of the case below: 


F. H. (Fig. 3), a white girl, 8 years of age, was seen 
at Highland Sanitarium October 3, 1933, in consultation 
with Dr. W. W. Smith, who was treating the patient 
for extensive impetigo contagiosa and ecthyma. Edema 
of the face had appeared 24 hours previously and rap- 
idly increased to generalized edema. Urinalysis showed 
4 plus albumin, loaded with erythrocytes and many 
granular casts. After a salt-free diet and magnesium 
sulphate therepy were instituted, the blood pressure 
dropped and the edema cleared for several days. On 
October 9, acute pharyngitis appeared and on the fol- 
lowing morning convulsions occurred. Blood pressure 
was then 156/120 mm. of mercury. Drainage of 120 
c. c. of cerebrospinal fluid, intramuscular injection of 4 
ct. c. of 25 per cent magnesium sulphate solution and 
intravenous injection of 50 c. c. of 50 per cent dextrose 
solution controlled the convulsions and reduced the sys- 
tolic blood pressure to 124 mm. of mercury. On the 
following day, however, examination showed an area 
of pulmonary consolidation and the patient died on 
October 13, 1933. 


_ When extreme edema was present, especially 
In the cases of mixed nephritis (Table 2), and 
the response to salt restriction and magnesium 
sulphate was inadequate, ammonium chloride 
Was given in the dosage of 1 to 1.5 grams daily. 


restricting its use to neces- 
sary cases. 

Of the 18 cases of acute glomerular nephritis 
treated (Table 3), 8 were well from a clinical 


Table 3 
PROGNOSIS OF ACUTE NEPHRITIS 


| 
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Zz | Pie = 
Glomerular nephritis 18 8 9 0 1 SS 
Mixed nephritis 4 0 2 2 0 


and laboratory viewpoint when discharged. 
Nine more were clinically well, but still had uri- 
nary findings, usually a trace of albumin or 
a few red blood cells when sent home. One 
death occurred, F. H., as previously described. 
In this group of 18 cases, edema lasted from 
2 to 13 days after treatment was instituted, with 
an average of 6 days (Table 4). 


Table 4 
DURATION OF EDEMA 
Minimum Maximum Average 
Glomerular nephritis 2 days 13 days 6 days 
Mixed nephritis 8 days 23 days 14 days 
The four cases of mixed nephritis (Table 3) 
presented more difficult problems, with edema 
lasting from 8 to 23 days in 3 patients (Table 
4), persisting in the fourth until he was removed 
from the hospital. Two were clinically im- 
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proved, the other two unimproved, and all had 
albuminuria on discharge from the hospital. 


Five patients in the entire series developed 
complications during their hospital stay. Otitis 
media occurred twice, pneumonia twice, and 
measles once. Two patients received transfu- 
sions, which were of distinct benefit. All of the 
patients, as improvement ensued, were given 
high vitamin, normal or high protein diets with 
ample caloric intakes, iron as indicated, sunshine 
as soon as possible. 

Foci of infection were sought, dental sepsis 
attended, sinus infections treated and tonsils and 
adenoids removed in seven instances. It was 
noted in some cases that a temporary flare-up 
of the nephritis immediately followed the re- 
moval of tonsils and adenoids. As a social 
service follow up is not available, information 
as to the convalescence and later course of the 
Charity Hospital patients could not be secured, 
but the private patients have all remained well. 


SUMMARY 


An attempt has been made to correlate the 
treatment of acute nephritis with its definite 
manifestations, which are chiefly physicochem- 
ical in nature. It is felt that toxemia and cere- 
bral edema are the most frequent dangerous 
manifestations of this disease in the period of 
childhood and that ample fluid and protein in- 
take, salt restriction and measures for cerebral 
decompression constitute the therapeutic pro- 
cedures which seem best adapted to alleviate 
these manifestations. The general nutrition is 
a matter of concern in the growing organism. 
The adaptation of these principles of therapy to 
22 cases of acute nephritis and the results se- 
cured are presented. 
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THE BRADYCARDIAS AND THE 
TACHYCARDIAS* 
BEDSIDE DIAGNOSIS AND TREATMENT 


By W. W. Bonpurant, Jr., M.D., 
San Antonio, Texas 


The determination of the pulse rate is gen- 
erally no more than one of the many aids in the 
diagnosis of the diseased states; and most fre- 
quently it is a minor one. Under certain cir- 
cumstances, however, its importance increases 
tremendously, to such an extent that treatment 
is directed immediately toward the control of 
the rate and the physiologic cardiac change pro- 
ducing it. It will be the purpose of this paper 
to discuss certain of these disturbances distin- 
guished as clinical entities. Time does not per- 
mit a consideration of the physiology involved 
in each instance. Conditions in which the pulse 
rate change is accompanied by great irregularity 
of rhythm will be omitted. 


The diagnosis of the pulse rate disturbances 
can often be approximated or made by the ex- 
amining physician at the bedside. No one can 
question the value of the electrocardiograph in 
the cardiac mechanism disturbances, nor can it 
be denied that in many instances its records 
are essential for definitive diagnosis. There yet 
remain, however, localities in which it is not 
available and individuals whose financial condi- 
tion does not permit its use. In rare cases, as 
for instance in ventricular paroxysmal tachy- 
cardia, it is dangerous to delay therapy until 
graphic records can be made. Very excellent 
technic is a requisite for the obtaining of good 
records, and a wide experience is eminently de- 
sirable for the interpreter. In view of these con- 
siderations, it behooves us to get every aid we 
can from the electrocardiogram, but also to 
realize its limitations. Let us not suffer atrophy 
of our diagnostic acumen through too great de- 
pendence upon this very valuable instrument. 


In all clinical diagnosis our best aids are the 
same: a careful anamnesis and a thorough phys- 
ical examination. In the subjects under consid- 
eration particular attention must be paid to the 
heart, the pulse rate and rhythm and their varia- 
tions with rest, exercise and vagal stimulation; 
and the jugular pulse. While it is quite difficult 
to distinguish with the naked eye the separate 
auricular, ventricular and stasis waves in the 
jugulars, a comparison of the time relations and 
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volume of the wave as a whole with the ventric- 
ular contractions yields valuable information in 
many instances. 


THE BRADYCARDIAS 


Sinus Bradycardia.—This is the most common 
disorder in which there is a pulse rate below 
60. The recognition of this condition is impor- 
tant in a negative way in order that more serious 
states may be ruled out. The history usually 
gives the explanation of the slow pulse. It com- 
monly occurs during convalescence from some 
infectious disease, especially influenza, in mumps, 
jaundice, and conditions of increased intracranial 
pressure. It may be a result of digitalis or 
quinidine medication. It is normal in some in- 
dividuals. It occurs in youth and old age, when 
the vagus influence is most marked. Physical 
examination shows usually no heart disease, the 
pulse rate is 50 to 60, the rhythm regular, 
though sinus arrythmia may occur. Neck vein 
pulsations are normal. Vagal stimulation slows 
the rate slightly, exercise or atropine increase 
it. Symptoms are usually absent, and treat- 
ment is rarely needed for the bradycardia it- 
self. The etiologic factor should be attacked. 

Auriculo - ventricular Nodal Rhythm. — A 
thythm initiating in the A-V node at a rate of 
70 to 100 is not infrequent, the A-V node in 
these instances becoming abnormally active. 
A-V nodal rhythm at the normal rate of stimu- 
lus production of this node, 30 to 50 per minute, 
is quite rare and difficult of diagnosis. There 
may be present some factor causing a depression 
of the sino-auricular node, as for instance digi- 
talis medication. Evidence of heart disease is 
usually lacking. The most important clinical 
sign is the large jugular pulse wave caused by 
a summation of the auricular and ventricular 
components; the auricular and ventricular con- 
tractions are almost synchronous. There are as 
a rule no symptoms and treatment is not neces- 
sary. 

Complete Auriculo - ventricular Dissociation. 
Complete Heart Block—This condition can of- 
ten be diagnosed by purely physical means. It oc- 
curs as a temporary state rarely in rheuinatic fe- 
ver, diphtheria and after excessive digitalis or 
quinidine dosage. As a permanent condition it is 
associated with coronary artery disease, syphilis, 
diphtheria, rheumatic fever, or a congenital car- 
diac defect. Save for this last etiologic group, 
nearly all cases occur after the age of 40. The 
Symptoms may be none; there may be varying 
grades of dizziness and faintness: true Adams- 
Stokes attacks with syncope and convulsions 
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may occur. The symptoms as a rule are induced 
by ventricular standstill; it must be remem- 
bered, however, that paroxysmal ventricular 
tachycardia or fibrillation may be the cause. 
The pulse rate is 30 to 40, but may be much 
lower or higher. The rhythm is regular. Evi- 
dence of heart disease is usually present. The 
blood pressure shows characteristically a high 
systolic and low or normal diastolic. Particu- 
larly valuable diagnostic aids are the following: 
(1) exercise does not increase the pulse rate, nor 
do rest nor vagal pressure slow it. (2) Simul- 
taneous auscultation at the apex and observa- 
tion of the jugular vein reveal venous pulsations 
70 to 80 per minute, and ventricular contrac- 
tions at a much lower rate. (3) In some in- 
stances faint sounds due to auricular contrac- 
tions occur in varying time relationships to those 
resulting from ventricular contractions. 

Treatment should be directed at the probable 
etiologic agent. In treating or preventing at- 
tacks of syncope due to ventricular standstill, 
the most success attends the use of epinephrine 
hydrochloride in 1:1000 solution, 5 to 10 minims 
by injection. For use over a prolonged period 
ephedrine is the drug of choice, in oral dosage 
of 3% to 3% grain three or four times a day. 
Care must be exercised to keep the dose as low 
as is compatible with the prevention of attacks. 
When ephedrine is discontinued, attacks of 
syncope may be more frequent and severe than 
before its use. Barium chloride, 30 to 50 grains 
three times a day, is successful in some in- 
stances. Thyroid and atropine are used with 
less success. Digitalis may be used to combat 
congestive failure. 

When dizziness and syncope are due to rapid 
rather than slow ventricular rates, epinephrine, 
ephedrine, barium chloride and digitalis are 
contraindicated as they precipitate an attack. 
Quinidine in fairly large doses is the drug of 
choice. 


THE TACHYCARDIAS 


Sinus Tachycardia.—A pulse rate above 100, 
with normal mechanism, must be recognized only 
in order that it be not confused with the more 
serious tachycardias. The explanation of the 
rapid rate is usually apparent in that it is found 
accompanying fever, exercise, emotion, heart 
failure, certain drugs, nervous conditions, thy- 
roid disease and the like. Onset and offset are 
gradual. The rhythm is regular, the rate 100 
to 160. Exercise increases the rate; rest or 
vagal pressure slow it. Heart disease is usually 
absent. Therapy is directed toward the cause. 
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The Paroxysmal Tachycardias——These me- 
chanical disturbances have many characteristics 
in common. The pulse rate is 120 to 200, usu- 
ally about 160. The onset and offset of the 
paroxysms are abrupt. Symptoms include smoth- 
ering sensations, palpitation, sense of fullness in 
the neck, and sometimes dizziness or fainting. 
The patient is quite distressed and_ exhibits 
marked anxiety. Blood pressure is normal or 
low. Late in an attack alternation of the pulse 
may occur. 

Auricular Paroxysmal Tachycardia—This is 
by far the most frequent abnormal condition in 
this group. It can be diagnosed with moderate 
success. The history often reveals previous at- 
tacks of the same sort; a repetition of the initial 
paroxysm at a later date aids materially in diag- 
nosis. The duration may be from a few seconds 
to several weeks or longer. The pulse rate is 
120 to 220, usually starting high and slowing 
slightly after several days. The offset may on 
occasions be gradual. The rhythm is regular 
the first few days; very slight irregularities may 
creep in later. Usually organic heart disease is 
absent. In a small percentage of cases vagal 
stimulation will put an abrupt end to the par- 
oxysm; in the greater number no change at all 
is made in the pulse rate. 

Therapy of an attack should begin with efforts 
to convert to normal rhythm by carotid sinus 
pressure, ocular pressure, change of position, 
forced expiration against a closed glottis, and 
the like. If these measures do not succeed, 
quinidine is the drug of choice. It may be given 
intravenously, but is nearly always just as ef- 
fective by mouth. It may be given in 6-grain 
doses every four hours for several days, or until 
conversion to normal rhythm is secured; or in 
similar hourly or two hourly doses for a shorter 
period of time. The drop in rate effected by 
this drug is sometimes gradual. Continued small 
doses of the drug may be needed to prevent re- 
currence of the attacks. When quinidine fails, 
digitalization by mouth may be resorted to; this 
is much less often successful. Perhaps better 
results may be expected from its intravenous 
use, 1 to 3 doses of 3 to 7% grains. Intravenous 
calcium gluconate and paradoxically, potassium 
salts have been used successfully in some cases. 
Sedative drugs are necessary in practically every 
case. 

Paroxysmal Auriculo-ventricular Nodal Tachy- 
cardia.—This condition clinically resembles the 
auricular type, and its differentiation at the bed- 
side is nearly always impossible. Prominent 
jugular pulsations accompanying a rapid regular 
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heart rate should cause its presence to be sus- 
pected. Therapeutic measures similar to those 
used in the auricular type are indicated. 

Paroxysmal Ventricular Tachycardia is a much 
more serious but fortunately less frequent mech- 
anism disturbance. Clinical diagnosis can usu- 
ally be made. Serious heart disease is pres- 
ent in most cases; coronary thrombosis is fre- 
quently associated with it. It sometimes follows 
excessive digitalis medication. Congestive fail- 
ure is present in a majority of instances. Cer- 
tain important characteristics have been empha- 
sized by Levine and others. The rhythm is 
slightly irregular. Carotid sinus and ocular 
pressure neither terminate the paroxysm nor 
slow the rate. On auscultation there is a change 
in the quality of the heart sounds due to the 
varying relations between auricular and ventricu- 
lar contractions. The auricular rhythm may be 
independent of the ventricular, may be a retro- 
grade rhythm with partial block, or may be au- 
ricular fibrillation. In the latter case the jugu- 
lar pulse is of no value; in the first two instances 
there will be jugular pulsations from the auricles 
at a rate slower than the auscultatory heart 
rate. The rapid ventricular contractions pro- 
duce a faint wave if any in the jugulars. 

Treatment of this condition must be started 
immediately upon diagnosis; it is sometimes the 
precursor of ventricular fibrillation and death. 
Quividine is generally the only effective drug; 
it should be pushed to large doses if necessary. 
Sometimes 7 to & grams must be given in one 
day. Pctassium salts have also been used with 
success. 

Auricular Flutter —Auricular fiutter is consid- 
ered here because in the majority of cases it 
presents a rapid regular pulse. It occurs only 
rarely, and can be diagnosed clinically with a 
fair degree of accuracy. The symptoms are 
those of the paroxysmal tachycardia. Heart 
disease of son:2 duration is quite often present. 
The paroxysm itself may last weeks or months. 
The auricular rate is 200 to 400, 2:1 block is 
frequently present, with the ventricular 100 to 
200, generally around 150. Carotid sinus pres- 
sure never terminates the paroxysm, but pro- 
duces a significant slowing by increasing the 
grade of block; the original rate is resumed when 
the pressure is released. Digitalization also in- 
creases the block and slows the ventricular rate. 
Exercise and rest have no effect at all. A sud- 
den doubling of the ventricular or pulse rate in- 
creases the surety of the diagnosis. In certain 
instances varying degrees of block are present; 
an irregularity of the pulse results which can 
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be distinguished from auricular fibrillation by 
the presence of various sequences of 4 to 8 or 
more beats in regular rhythm. 

Treatment is directed at the circus move- 
ment which is thought to be present in the auri- 
cles. The patient should be fully digitalized. 
If auricular fibrillation sets in, as it does in 
about half the cases, discontinue digitalis and 
hope that normal rhythm supervenes. With no 
success, wait a few days, digitalize again, and 
give quinidine in doses of 0.4 gram every four 
hours for 3 to 4 days. This may be given more 
rapidly over shorter periods of time. Intrave- 
nous calcium therapy may prove of some value 
in this condition as it is in paroxysmal auricular 
tachycardia. 


SUMMARY 


An attempt is made to show that many of the 
disturbances of pulse rate can be diagnosed at 
the bedside when an examination is made with 
meticulous care. 

Appropriate therapeutic measures are noted. 
Nix Professional Building 


HYPOTHYROSIS* 


By KHLEBER HEBERDEN BEALL, M.D., 
Fort Worth, Texas 


The proper name for the condition dependent 
upon a lowered function of the thyroid gland is 
hypothyroidism or hypothyrosis, and not myxe- 
dema, for myxedema occurs in probably not 
more than 10 per cent of the cases of hypo- 
thyrosis, and manifestly a definite clinical entity 
should not be given the name of one of its rarer 
manifestations. Our first recognized cases were 
lethargic and myxedematous, were middle-aged, 
were usually women, and this clinical picture, 
painted forty years ago, is shown to our stu- 
dents year after year, and has so dominated us 
that very many cases, young, thin, mentally 
and physically active, have been overlooked. 

To illustrate: an emaciated girl, 23 years of age, 
rather excited and agitated, entered the hospital com- 
Plaining of insomnia, headache, backache and palpita- 
tion of the heart. Her history was of continued illness 
for five years, beginning with indigestion, some abdomi- 
nal pain and a constant “hay fever.” During the first 
year of illness she had an appendectomy, a tonsillectomy 
and two turbinate operations. At this time she added 
headaches, fast heart, backache and metrorrhagia to her 
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other complaints. During the next year she had two 
curettages with no benefit. Gradually insomnia became 
marked and she began to have convulsions occasionally, 
of a hysterical nature. Always a thin girl, she became 
emaciated, and when she entered the hospital looked 
very much more like a maniacal hyperthyrotic than a 
hypothyrotic. Her basal rate was —45. With four 
grains of thyroid daily she soon quieted down and be- 
gan to sleep well and in four months gained thirty 
pounds and was quite normal in every way. 


The thyroid gland, by its thyroxin produc- 
tion, may be said to be the regulator of the 
oxidation in the cells of the body; in other 
words, of the chemistry, of the metabolism. 
The basal metabolism is the heat produced by 
the body when at perfect rest, twelve to fifteen 
hours after ingestion of food. Evidently the 
amount of heat, or the metabolism, is a func- 
tion of two things: the number of cells or the 
mass of protoplasm and the amount of the 
activator or thyroxin present at the moment. 
However, to explain the very wide differences 
in the basal metabolic rates of perfectly normal 
healthy persons, it is necessary to postulate a 
third factor, which I may speak of as inherent 
cellular efficiency. The point I wish to make 
here is that the so-called normal basal metabolic 
rate is the average rate, that the metabolic rate 
is for everyone an individual affair, as variable 
as temperaments, and that this variability is 
due to the inherent cellular efficiency, or inef- 
ficiency. 

Two perfectly healthy normal men, apparently 
similar in mental and physical power, and I 
know two such, may have very dissimilar meta- 
bolic rates, say +15 and —15. Let there be 
a change in the activity of the thyroid of these 
two men so that the rates are reversed to, say 
—15 and +15. As we consider them the rates 
are still in the normal range, yet one has in- 
creased 30 per cent and the other decreased 30 
per cent; one will probably have symptoms of 
hyperthyrosis, while the other will surely have 
symptoms and, perhaps, show signs of hypothy- 
rosis. I wish, again, to emphasize this point 
and make it clear that the basal metabolic rate 
is individual, and that a —15, for instance, may 
be that person’s normal and best rate, or it may 
represent a drop of 30 from a previous normal 
of +15, and the patient may have serious symp- 
toms of hypothyrosis; on the other hand, take a 
basal rate of +-15, normal, you say, but if that 
rate is one which has advanced from a —15, a 
former normal, then this patient will surely 
suffer from hyperthyrosis. All this by way of 
a theoretical explanation of the occurrence of 
symptoms of hypothyrosis or hyperthyrosis with 
measured “normal” rates, and the lack of symp- 
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toms and the neeaiessness of therapy in some 
patients with rates quite above or below the 
average “normal.” 


Bearing directly upon the problem of diagno- 
sis of an unbalanced thyroid function and the 
need for therapy, a determination of the blood 
cholesterol may be very valuable. Both in 
hypo- and hyperthyrosis, it seems that a value 
reciprocal to the basal metabolic rate is con- 
stantly found, high with low basals, low with 
high basals. However, if the low or high basal 
rate is normal for that person, then the normal 
cholesterol value is not disturbed. For instance, 
if with a basal rate of —20 the blood cholesterol 
is normal, then probably this patient does not 
need thyroid, and, in fact, will probably be 
made worse by it. 

It is well-known that hyperfunctioning thyroid 
glands subside spontaneously and the accom- 
panying symptoms of hyperthyrosis disappear, 
but there is an impression that once a thyroid 
function is low, it remains low and that thyroid 
therapy, if needed at all, will be a permanent 
need. That this is not so may be illustrated by 
two cases from our clinic. 

One was a college football player who grad- 
ually became tired and sleepy, had to stop ath- 
letics and had difficulty in keeping up with his 
studies. His pulse was very slow; his basal rate 
was —30; and his blood cholesterol was high. 
Under thyroid therapy, he became normal. After 
six months his thyroid medication had to be 
reduced and then discontinued, and now, with no 
thyroid medication, he feels well and his meta- 
bolic rate and cholesterol are normal. 

Another was a local tennis champion. He had 
a gradually increasing fatigability, and when 
first seen he had so little endurance that he could 
not finish one set of tennis. His examination 
was negative except that his basal metabolic 
tate was —34 and his cholesterol was high. 
With thyroid, he became normal and his rate 
normal. After several months the thyroid was 
reduced, then discontinued. Now, without thy- 
roid, his basal metabolic rate is normal, and last 
week he was in the City of Mexico participating 
in an international tennis match. 

When we consider that the thyroid secretion 
is necessary to every cell in the body we must 
expect, when its secretion is deficient, to have 
dysfunction of any or of every tissue and organ, 
and this seems to be true. 

Sensitivity to cold is the most common and 
constant symptom of hypothyrosis, and a query 
as to the amount of cover or clothing used by 
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a patient may elicit an answer which gives the 
solution of a baffling problem. 


The rough, dry, often dirty looking skin is 
well-known, but many intractable skin troubles 
of long standing yield to thyroid medication, 
Dryness, or other unhealthy conditions of the 
scalp, or falling hair, are very common. 

Chronic conjunctivitis, rhinitis, pharyngitis, 
and laryngitis may be due to lack of thyroid; 
hoarseness and aphonia are not at all uncommon 
in this condition, and acuity of hearing and vi- 
sion have been increased many times by the 
administration of thyroid substance. A very 
interesting effect of thyroid is in vasomotor 
rhinitis or perennial hay fever. I have seen 
many benefited by its use. Whether its effect 
is an improvement in the condition of the nasal 
mucous membrane or a lessening of sensitivity 
is problematical. That it is due to increased 
resistance to allergens is suggested by experi- 
ments made many years ago by Reid Hunt, in 
which he found that thyroid increased the re- 
sistance of tadpoles to a poison, acetonitril. 

Thyroid helps many cases of asthma, but, of 
course, this does not prove that its lack is the 
cause. 

The thyroid heart is well established; symp- 
toms and signs are naturally most variable. 
Some patients show enormous globular enlarge- 
ments with inversion of the T wave and a pro- 
longed QRS, with failure symptoms. Such pa- 
tients are relieved and their hearts become nor- 
mal with thyroid therapy. 

Indigestion, colics, constipation and many 
gastro-intestinal disturbances are sometimes def- 
initely due to hypothyrosis. 

Sterility, dysmenorrhea, amenorrhea, menor- 
rhagia and other disturbances of the sex organs 
seem closely related to thyroid function. 

Most patients with hypothyrosis are anemic, 
and hypothyrosis often solves the enigma of an 
intractable anemia. 

Fatigue in hypothyrosis is the symptom which 
oftenest leads patients to the physician; this 
with increasing somnolence, legache, backache, 
sore muscles and sensitivity to cold are the chief 
symptoms of this condition whose manifesta- 
tions are protean. 

The first point in the diagnosis of hypothyrosis 
is to suspect it. 

The treatment is thyroid, preferably increased 
slowly, until the patient is well and feels well, 
ignoring his basal rate, for we are seeking his 
best rate, and since this is dependent upon his 
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own cellular efficiency, no basal metabolism ma- 
chine can tell it to us. 

I have tried today: 

(1) To call attention to thin, nervous hypo- 
thyrotics. 

(2) To point out that a low basal rate may 
exist where least suspected; that a low rate does 
not mean hypothyrosis, nor does a normal rate 
rule out hypothyrosis; that there is a third fac- 
tor, cellular efficiency. 

(3) To mention the value of blood cholesterol 
determinations. 

(4) To call attention to transient hypothy- 
rosis. 

(5) To mention a few of the protean mani- 
festations of hypothyrosis. 

(6) To advise increasing thyroid slowly, ig- 
noring basal rates, attempting to find the pa- 
tient’s best rate, which can be determined only 
under your guidance by the patient himself. 


SOME ESSENTIAL PRINCIPLES IN THE 
ADMINISTRATION OF RURAL HEALTH 
ORGANIZATIONS* 


By W. K. SuHarp, Jr., M.D.,7 
Knoxville, Tennessee 


During the last decade many state health de- 
partments have made remarkable progress in the 
development of public health programs, and in 
the Southern states outstanding results have been 
experienced in the development and maintenance 
of whole-time county health service. 


Those of us engaged in public health activ- 
ities during the past 15 or 20 years have dis- 
cussed at length in this and other sections the 
date of organization of the first county health 
department in the United States. This has served 
as an inspiration and guidance to all of us. But 
it now seems that this infant has passed through 
the prenatal, preschool, and even the adolescent 
stage, and that we should turn our thoughts and 
energies to the discussion of the present status 
of whole-time health service throughout the 
United States. 

Surely no one in this new age would doubt for 
a moment the feasibility and the sound economics 
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of the full-time county health department sys- 
tem. We have spent considerable time in theor- 
izing on methods, procedure, plans and policies 
until some full-time county health departments 
have almost ceased to function. It is not my 
purpose to infer by the above statement that we 
should discontinue our research in rural public 
health administration; but I do want to say that 
we now have sufficient scientific knowledge to 
permit public health administrators to proceed 
with the organization and development of whole- 
time local health service, with the beginning per- 
sonnel of four or five, or more, public health 
workers to a county or district. This will pro- 
vide the foundation for the initial program and 
additional personnel can be added from time to 
time as the occasion justifies and the funds will 
permit. 

On January 1, 1927, there were approximately 
337 whole-time tural health departments in 35 
states, whereas on January 1, 1934, there were 
506 rural health departments in 33 states. Most 
of the growth in the development of this service 
has been in practically the same group of states. 
It is interesting to know that 71.2 per cent of 
the full-time county health departments, or dis- 
trict departments, in the United States, are in 
that group of states designated by the Southern 
Medical Association as Southern states. 


(1) It is a foregone conclusion that no rural 
health program will meet with permanent success 
unless (a) the state health officer is fundamen- 
tally interested and has adopted the county health 
unit system as the program of public health ad- 
ministration in his state, without whose interest, 
leadership and definite assumption of responsi- 
bility for full-time local health service, it will 
be difficult to secure personnel and funds for 
such service; and unless (b) a small, well organ- 
ized, highly trained state department of public 
health is maintained for the purpose of provid- 
ing expert, technical advice and adequate direc- 
tion to the local areas.* 

The service from state health department to 
local area should be easily obtainable, properly 
understood, and above all things, there should 
be no duplication. The least useful public health 
administrator or public health worker is one who 
can see only one part of a program or service. 
The state department should have just as few 
bureaus as possible to prevent confusion and ef- 
fect economy. In fact, the service from the 
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state health department should be available to 
the local full-time health officer only through 
one bureau, the bureau of county health service. 
Any other plan certainly does provoke duplica- 
tion of efforts and divided administrative au- 
thority. 

Close cooperation between the state depart- 
ment of public health and the local area should 
be so organized and the relationship so well de- 
fined as to provide harmony and unity of action. 
Definite state-wide plans and policies should be 
adopted between the local area and the central 
office at the time the budget for the county is 
adopted. Several of the state health depart- 
ments have prepared careful plans and definite 
lines of procedure, as well as uniformity in re- 
porting, record-keeping and appraisal of results. 

(2) Personnel—tThe selection, training and 
qualifications of personnel constitute one of the 
most troublesome and difficult problems in the 
administration of local health service. Recently 


the Conference of State and Territorial Health 
Officers adopted as a guiding principle certain 
qualifications concerning personnel, which might 
be enumerated as follows: 

(a) Health Officer—The health officer shall 


have a degree of doctor of medicine from a repu- 
table medical school and shall be eligible to take 
the examination for a license to practice in the 
state where he is to serve. It is not, however, 
recommended that the health officer shall ac- 
tually be licensed except, of course, where licen- 
sure is required by statute, as is the case in 
certain states. 

It is regarded as highly desirable that any can- 
didate for appointment shall have had at least 
one year of clinical experience, including three 
months in pediatrics and three months in infec- 
tious diseases, gained preferably in a hospital of 
acceptable standards. The candidate for ap- 
pointment should not be more than 35 years of 
age when first specializing in public health work. 
Wherever practicable the candidate should be 
required to have had special training in the 
theory and practice of public health work, as 
follows: not less than one year in a residence 
at a recognized (university) school of public 
health; not less than six weeks in field expe- 
rience under proper supervision in the local or- 
ganization. 

It has been my observation that the field train- 
ing station has served admirably, but it is ex- 
tremely difficult for the personnel of the average 
health department to contribute very much to 
the education of additional public health per- 
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sonnel and at the same time conduct the regular 
activities of the average county health depart- 
ment. 


Public health instruction, both introductory 
and refresher courses, should be of university 
standards and under the auspices of a university, 
Most certainly individuals should be well suited 
for public health work before they are assigned 
to university for introductory training, and, if 
necessary, assigned to a local full-time county 
health department for a period of thirty to sixty 
days for observation purposes; but the real train- 
ing should begin at a university (provided a uni- 
versity is available) which maintains a qualified 
staff for teaching rural health administration. It 
is very well, indeed, for state departments of 
public health to become closely affiliated and to 
give active cooperation to those universities that 
are engaged in training public health personnel. 


During the past decade the requirements for 
county health department personnel have been 
elevated. Communities have been more willing 
to respond to public health programs where they 
have been assured that the public health per- 
sonnel was required to be trained. In Tennes- 
see, for example, training is a prerequisite to 
financial participation. It is understood by every 
agency concerned that an introductory course 
for medical officers may be obtained at Vander- 
bilt University. This course is of three months’ 
duration. The first pericd consists of lectures, 
demonstrations, laboratory work and group con- 
ferences. The second period is devoted to field 
work in a well organized county health depart- 
ment where an assistant medical officer has been 
employed to carry out the daily routine activ- 
ities, leaving the chief medical officer to act as 
a training officer under the auspices of the uni- 
versity. A similar course has been provided for 
sanitation officers at the University of Tennessee, 
and several schools offer a postgraduate course 
of instruction for nurses. 

A state department of public health can do 
much for the education of the personnel by pro- 
viding annual conferences, group quarterly con- 
ferences and public health institutes. This can 
be done much more effectively after the per- 
sonnel has received training. In certain states 
short introductory courses in public health have 
been available. These courses are of value and 
have a definite place in the training of medical 
health officers. It is of great value for health 
officers to be prepared with at least a full scho- 
lastic year of training. In addition to this sub- 
sequent refresher courses at intervals of three to 
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four years should be required. County health 
department personnel without proper instruction 
and stimulation become self-centered, develop 
a routine, and the program lags or is discon- 
tinued. 

There is no item in the whole scheme of af- 
fairs that is as important as high grade, properly 
trained and properly directed public health per- 
sonnel. 

(3) Finance—lIt is a matter of record that 
practically all full-time county health depart- 
ments in the United States receive a good part 
of their financial support from extra-county 
agencies. This aid has a very wholesome effect 
on personnel, program, policies and tenure of 
office. 

With state and extra-state financial participa- 
tion much can be done in providing for a bal- 
anced program. It affects tenure of office. There 
is less damage from political interference. It 
is less difficult to standardize the plans and 
programs. Different states have different plans. 
Some make direct allocations, others allot funds 
based on certain standards, while others make 
their financial commitment to the county based 
on partnership in the general program. It is of 
very little consequence to provide trained per- 
sonnel or stimulate local appropriations to pro- 
vide full-time health service of any type or de- 
scription, regardless of the program, unless the 
state, and, wherever possible, extra-state, agen- 
cies participate financially. As a rule, no lasting 
and definite results can be obtained without 
financial participation by the state. The amount 
of funds necessary to carry on such a program 
will vary in different states and counties, but 
most certainly no funds should be allotted unless 
the counties contribute officially. 

(4) Plans, Programs and Policies—In recent 
years the American Public Health Association has 
developed a rural appraisal form. No one has 
pronounced it perfect. It was set up for ex- 
perimental and study purposes and was devised 
after careful study, and is the result of group 
judgment. Whether or not it is the best meas- 
uring stick remains to be seen. It certainly has 
stimulated county health officers in certain states 
to develop a balanced and generalized program. 
Each state can have a general program on state- 
wide basis. 

I am not advocating any special type of ap- 
praisal form for rural health work, but would 
emphasize the extreme importance of a specific 
plan to measure results. The appraisal form, as 
adopted by the American Public Health Asso- 


SOUTHERN MEDICAL JOURNAL 


569 


ciation and now in use in Tennessee and some 
other states, will automatically, provided it is 
properly used and audited, bring about a state- 
wide balanced program and furnish certain basic 
data that will be of value in determining results. 
Morbidity and mortality statistics are of value 
as measuring sticks when reporting is accurate 
and kept up to date, but they have their limi- 
tations. 

The administrative procedure is simple in set- 
ting up a state-wide county health unit system 
provided the state and county health depart- 
ments enter into a definite agreement by adopt- 
ing: 

(a) Budget system 

(b) Same record system for each county 


(c) A manual for conduct of county health depart- 
ments 


(d) A definite state-wide appraisal 


These policies, if adhered to by all full-time 
county health departments, will do much to shape 
policies, the plan of work, the program, and, 
finally, the results. 

(5) Lay and Volunteer Group Participation. — 
The county health officer should be an admin- 
istrator. His work should be so well planned 
that he will at all times be available as a con- 
sultant to groups that are interested in public 
health and welfare. Lay group participation is 
of paramount importance. The school hygiene 
program cannot possibly succeed without the 
most active cooperation of the county board of 
education, and, most especially, the teachers. 
This cooperation can be secured through the 
parent-teachers association, mothers’ clubs, farm 
clubs, and all civic clubs. 


A county-wide organizatign of lay and profes- 
sional groups is of great value and it is with 
and through these clubs that the health worker 
can best secure results. They must actually be 
responsible for and participate in public health 
activities. They develop sentiment that will be 
of great value with appropriating powers. Such 
organizations have been developed in several 
states and a most valuable one was developed by 
Mustard in Rutherford County, Tennessee. 

(6) Intelligent Interpretation of Results — 
Most public health workers are so engaged in 
public health activities and so much interested 
in securing results that it is difficult for them 
to prepare proper reports. Every county health 
department should prepare an intelligent monthly 
statistical and narrative report for all cooperative 
agencies. It is advisable to provide the mayor 
of every town in the county with a copy of this 
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report, even though tne towns are not participat- 
ing financially in the program. The public is 
not usually interested in a long drawn-out statis- 
tical report. They are, however, interested in 
reports of productive activity. In addition to 
the regular monthly report, a very careful and 
intelligent annual report should be made avail- 
able. These reports should contain graphs, 
charts, and other interesting material. 

Well prepared radio talks, properly presented, 
will be of interest and value to the public. News- 
paper articles of current health events will assist 
materially in informing the public. 

The county health office should be so 
equipped that up to date graphs, charts and 
other descriptive maps are available. Re- 
ports of activity can be much more valuable if 
they are so arranged that the public can have 
an intelligent understanding of the county health 
department program. 

(7) Physicians—We have passed through a 
number of years of very intensive study of the 
medical care and medical participation in public 
health programs. We have known a long, long 
time just how the profession could actively do 
preventive medicine in their practice and at the 
same time give a helping hand to the public 
health program. 

If we, as physicians, fail to find the solution, 


then some other agency is waiting just around 
the corner to do the job. Let it be remembered 
they are anxious to get into the field. 

There is no agency outside of the health de- 
partment in any community that can be more 
helpful in promoting the health program than 
the local medical profession. The health officer 
who is wise will take every advantage of the 
opportunity to obtain valuable counsel and as- 
sistance from the local physicians. To encourage 
their support he should take them into his con- 
fidence and discuss freely with them his prob- 
lems and plans and give the practicing physician 
every opportunity to participate actively in the 
program. 

Every detail should be thoroughly explained 
and discussed and, wherever at all possible, en- 
dorsement be secured. When it is properly pre- 
sented and discussed, physicians more often than 
not will approve of the program. 

A county health department can be of far 
greater value to the taxpayers and the public 
in general if the physicians’ cooperation is se- 
cured. A physician acting as county health offi- 
cer with a small corps of public health workers 
cannot possibly render adequate health service 
alone: it requires the physician, as well as the 
general public. 
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SOUTHERN MEDICAL ASSOCIATION 
Twenty-Ninth Annual Meeting 
St. Louis, Mi i, Ni ber 19-22, 1935 


VITAMINS AND THE RACE 


Davidson,! of Winnipeg, reports that for the 
past two years he has induced carcinoma in a 
group of susceptible mice by repeated tar paint- 
ing, and prevented its development in a control 
group similarly irritated. Photographs are 
shown of the two series, in one of which, on 
an ordinary ration, all members died in four 
and a half months from tar cancer. In the 
other, which was subjected to the same tarring 
but maintained on a vitamin-rich, particularly 
an E-rich diet, nearly all the animals remained 
alive and in excellent health. 

The experiment was suggested because the 
mice which developed papillomas after tar paint- 
ing seemed in a poor nutritive condition and re- 
sembled those on the E-deficient ration. 

E, it will be recalled, is the fertility vitamin. 
Reproduction fails in its absence, with degenera- 
tive changes in the testes and ovaries. Because 
in human beings cancer develops most fre- 
quently at the age of sexual decline, the hy- 
pothesis that the fertility vitamin and cancer 
are interrelated has a_ certain plausibility. 


__ 


1. Davidson, J. R.; An Attempt to Inhibit the Development of 
Tar Carcinoma in Mice: Preliminary Note. Canad. Med. Assn. 
32:364, April, 1925. 


Jour., 31:486, 1934. Ibid, 
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Whether or not Davidson’s studies are confirmed 
or shown to have any application to human ma- 
lignancy, they will doubtless add their bit to 
the popularity of vitamin feeding; and in clini- 
cal practice vitamins are already very exten- 
sively employed. 

Nutrition experiments during this century 
have depended in the main upon administering 
purified diets to young animals till growth 
stops, then adding such simple substances as 
permit its resumption. The most sensitive indi- 
cator of a dietary deficiency is the growth im- 
pulse; in the presence of a shortage of practi- 
cally any of the building materials, tissue is con- 
served by a cessation of growth. The vitamin 
E experiment mentioned above had of course a 
different endpoint. Most of the present day 
work in nutrition, however, has tended to em- 
phasize the value of diets which stimulate rapid 
growth. The purification of the vitamins was 
accomplished largely on that basis. 

During infectious diseases, as in the presence 
of a dietary deficiency, it is probable that 
growth ceases or is slowed as an economic meas- 
ure in cell defense. In the history of evolution, 
increasing size of a species has often been a 
handicap rather than a blessing, as witness the 
dinosaurs of the Mesozoic era. Great bulk of 
the adult has not been the aim of infant feed- 
ing, yet the modern pediatrician reared child is 
notably larger than the previous generation, 
which in its turn was larger than its parents. 
Life expectancy of the middle-aged is not 
greater, but, on the contrary, the degenerative 
diseases are on the increase. Recent evidence 
indicates that rapidity of growth does not paral- 
lel longevity. Indeed, there seems to be, as the 
statisticians say, a negative correlation. The 
more rapidly growing animals probably have a 
shorter life span than those whose growth is re- 
tarded. 


One wonders what will become of the human 
race when the majority of the children have rou- 
tinely several times their requirement of each of 
the accessory food factors. The present day 
practice of attempting to supply in excess every 
dietetic requirement for growth, while at the 
same time preventing by vaccination and sanita- 
tion the numerous infectious diseases which for- 
merly slowed it, may have unexpected conse- 
quences. 


2. Editorial, Retarded Growth and Longevity. J.A.M.A., 104: 
1826, May 18, 1935. 
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VITAMIN C REQUIREMENT 


The highly concentrated vitamin products now 
on the market provide a form of nutritive ma- 
terial unknown during the millions of years that 
life has existed on this planet. To a living cell, 
accustomed during biological ages to a mixed 
diet, several hundred or thousand units of vita- 
min C or D must be something of a shock. 


Through the gifted efforts of many scien- 
tists, and through the ability of the commercial 
houses which have made possible a large scale 
distribution of the difficultly prepared accessory 
foods, physicians in town and country and 
doubtless also many family medicine shelves 
are provided with potent vitamins of several va- 
rieties. 

Total absence of a vitamin from the dietary 
is doubtless extremely rare among Americans, 
but the idea of subclinical avitaminosis, that is, 
of a mild or partial deficiency causing ill-de- 
fined symptoms, is rather widely accepted,’ and 
the syndromes thus ascribed are many. 

Vitamin C, the antiscorbutic vitamin found 
in fresh vegetables and citrus fruits, is one of 
the most unstable of the accessory foods. It is 
destroyed by heat in the presence of alkali and 


deteriorates rapidly on standing. Years ago, 
Hess called attention to the scurvy which 
developed in infants maintained on the then 


popular diet of alkaline milk. It was his work 
which paved the way for the era of lactic acid 
milk. Because of the cooking of most foods, a 
vitamin C shortage in the dietary is rather to 
be expected. For this reason orange juice or 
tomato juice is given to young infants. Spinach 
and peppers are also potent antiscorbutics. 
Young tender vegetables contain more of the 
vitamin than do the older tougher. 

This vitamin is just now, for a number of 
reasons, in a favorable position for clinical 
study. A wealth of information is to be found 
in the literature as to its biochemical nature and 
reactions. It is the only vitamin of established 
chemical constitution? which may be synthe- 
sized from simple materials, purified and crys- 
tallized from biological mixtures and readily es- 
timated in them. As hexuronic acid (ascorbic 
acid, cevitaminic acid) it has been identified by 


1. McLester, J. S.: Nutritional Failure as a Clinical Problem. 
Sou. Med. Jour., 28: 238, March, 1935. eS Nutrition and 
is. in Health and Disease. Philadelphia: B. Saunders Co., 

2. J. Alto: Vitamin Therapy. Sou. Med. Jour., 28: 
249, March, 1935. 
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a chemical test in human and animal tissues and 
excreta.? 


From a practical standpoint, the chemical test 
for identification and quantitative determination, 
as opposed to the biochemical test, is as the 
steamboat to the row boat. In the case of the 
other vitamins, suspected sources must be fed 
to a number of laboratory animals over a period 
of weeks or months. The determination of vita- 
min C involves a comparatively simple and rapid 
test tube reaction, the loss of color of a solution 
of an indophenol compound when the vitamin 
is added to it. 


This test has greatly expedited the study of 
C metabolism in normal persons and in several 
diseases. The antiscorbutic vitamin is, accord- 
ing to Harris and Ray,* excreted in the urine by 
both normal persons and by adults and children 
suffering from scurvy. The two groups, how- 
ever, the scorbutic and the normal, may be dif- 
ferentiated by their response to the feeding of 
hexuronic acid, the pure vitamin. If 100 mg. of 
the vitamin are ingested by a normal person 
whose tissues are adequately supplied with vita- 
min C, urinary excretion immediately rises. If 
the same quantity is given to a C-deficient sub- 
ject, excretion does not rise for several days, 
that is, until the tissues have become saturated 
by the vitamin. Failure of urinary C to in- 
crease after C feeding, they consider diagnostic 
of a deficiency. The test is said to be useful 
also in excluding mild scurvy as a cause of cer- 
tain hemorrhagic conditions in which it is sus- 
pected. 

Vitamin C excretion is low at night® and in- 
creases on rising. This, with the fact that its 
excretion occurs even in scurvy, suggests a pos- 
sible relation to exercise. 

Vitamin C is present in the body in high con- 
centration in such sites as the medulla and cor- 
tex of the adrenal gland, the lens of the eye, 
the aqueous and vitreous humors and the wall 
of the gut. Specimens of breast milk are said 
to contain four times as much of this vitamin as 
milk from cows on a summer diet. 


For the alleviation of disease it has been 
rather extensively tried. Among the symptoms 
ascribed to C deficiency may be mentioned the 


3. Birch, W.; Harris, L. J.; and Ray, S. N.: A Micro- 
chemical Method for the Determination of Hexuronic Acid (Vita- 
min C). Biochem. Jour., 27:570, 1933. 

4. Harris, L. J.; and Ray, S. N.: Diagnosis of Vitamin C 
Subnutrition by Urine Analysis with a Note on the Antiscorbutic 
Value of Human Milk. Lancet, p. 70, Jan. 12, 1935. 
as Johnson, S. W.; and Zilva, S. S.: Biochem. Jour., 28:1393, 
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hemorrhagic diatheses such as purpura, metror- 
rhagia and lupus erythematosus.® It is one of 
the numerous substances suggested for increas- 
ing the resistance to infection. Dental caries 
and skeletal fragility are said to be closely de- 
pendent on it.’ The typical heart lesions of 
acute rheumatic fever, the Aschoff bodies, have 
been described as appearing after infection plus 
a partial C-deficiency.* C is reported low in 
the tissues in pneumonia.® 

The establishment of the urine as a regular 
channel of excretion of excess vitamin is of con- 
siderable importance. Helmer,!° of Cleveland, 
reports that normal urine contains vitamins B 
and G, but that the urine of pellagrins does not. 
Recent findings leave one with the conviction 
that urinalysis of the future will be increasingly 
complex, since it may include estimations of all 
the vitamins and many of the hormones. 

Metabolism studies such as are now practica- 
ble upon intake and excretion of the vitamins 
in health and disease, with clinical tests such as 
the capillary fragility test for C-deficiency and 
the light-sensitivity test for A,? should provide 
dependable means for separating the clinical 
wheat from the chaff, diagnosing true deficiency 
and establishing the normal human requirement. 

Fortunately for humanity, present evidence 
leads one to believe that a fair excess of most 
of the vitamins may be taken without harm. 
This may later be set within narrower limits. 


GLEANINGS FROM RECENT JOURNALS 


Gastric Anacidity—Treatment of pernicious 
anemia has been a modern triumph, but less 
unreservedly so than was at first hoped. Gastric 
anacidity, which of course always precedes the 
condition, is not remedied by the treatment 
which improves the blood picture. Alleviation 
of spinal cord symptoms is also said not to par- 
allel the improvement in the blood picture, but 
at times these actually progress while the red 
cells and hemoglobin are at a normal level.!! The 


6. Finkle, Philip: Observations on Excretion of Vitamin C in 
Some Vascular Diseases. Proc. Soc. Exper. Biol. & Med., 32: 
1163, April, 1935. 

7. Hanke, M. T.: Jour. Amer. Dent., 4:957, June 17, 1930. 

8. Rinehart, J. F.; Connor, C. L.; and Metier, S. R.: Fur- 
ther Observations on the Pathological Similarity of Experimental 
Scurvy Combined with Infection and Rheumatic Fever. Jour. 
Exper. Med., &9:97, 1934. 

9. Harde, E.; Rochstein, I. A.; and Salish, H. D.: Urinary 
Excretion of Vitamin C in Pneumonia. Proc. Soc. Exper. Biol. & 
Med., 32:1088, April, 1935. 

10. Helmer, O. M.: Vitamin B, and By Content of Human 
Urine. Proc. Soc. Exper. Biol. & Med., 32:1187, April, 1935. 
_1l. Effect of Liver Treatment on Pernicious Anemia. Edito- 
tial, Sou. Med. Jour., 28:191, Feb., 1935. 
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prognosis of the symptomless achlorhydrias often 
encountered in practice is of some interest. 


Bloomfield and Polland, of Stanford Uni- 
versity, have observed over a period of one to 
seven years a series of 45 apparently normal 
persons with no hydrochloric acid in the stom- 
ach. It has been reported that the difficulty 
of the pernicious anemia patient is, not merely 
that he secretes no acid, but actually that he 
secretes no gastric juice at all. The same thing, 
according to the California investigators, is true 
of anacid patients without pernicious anemia. 
Aspiration of their stomach contents over an 
hour after histamine stimulation yields only a 
few cubic centimeters of mucoid material which 
probably does not contain the anti-anemic factor. 

These patients, however, remained in normal 
health during the period of study. No one de- 
veloped cancer of the stomach, hypochromic ane- 
mia or pernicious anemia. Bloomfield and Pol- 
land conclude that the “intrinsic factor” of the 
gastric juice, which stimulates reticulocyte for- 
mation in pernicious anemia, is not essential to 
health. They suggest that it may be stored in 
the liver of anacid patients. 


This study will have some reassurance for 
those rather numerous individuals without hy- 
drochloric acid, who after accidental discovery 
of the fact may live in dread of future ill health. 
It is of course too short a series studied over an 
insufficient period to throw much light upon the 
actual pathology and final consequences of ab- 
sence of gastric juice. 


Viruses and Antisera—Peyton Rous" and his 
coworkers, of the Rockefeller Institute, who have 
made studies upon several of the filterable vi- 
ruses, report that these infectious agents are 
fixed by living cells. After they have stood in 
contact with fresh cells, they cannot be washed 
free, and antisera subsequently added fail to 
neutralize them. Killed cells have no protective 
effect. They suggest that this may explain the 
failure of serum treatment of the virus diseases. 


Pituitary Tumors and Their Symptoms.— 
Acromegaly was described as a disease of 
anterior pituitary overactivity by Cushing in 
1912. The growth hormone of the anterior 
pituitary was concentrated later, and the go- 
nad stimulating hormone has much more re- 


12. Bloomfield, A. L.; and Polland, W. S.: Fate of People with 
Unexplained Gastric Anacidity: Follow-up Studies. Jour. Clin. 
Invest., 14:321, May, 1935. 

13. Rous, Peyton; McMaster, P. D.; and Hudack, Stephen S.: 
Fixation and Protection of Viruses by Cells of Susceptible Ani- 
mals. Jour. Exper. Med., 61:657, May 1, 1935. 
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cently become known. Since this gland con- 
tains both acid staining and base staining cells, 
and tumors of the acromegalics are acid stain- 
ing, it has seemed a logical hypothesis that the 
base staining cells should secrete the sex hor- 
mone, as Zondek has claimed, and that a base- 
Staining tumor should stimulate another syn- 
drome, which accordingly Cushing! has de- 
scribed and named “anterior pituitary baso- 
philism.”” The syndrome, according to this dis- 
tinguished investigator, is characterized by a 
rapidly acquired and painful adiposity, protrud- 
ing abdomen, hirsutism, and other symptoms. 
He reports improvement after pituitary irradia- 
tion. 

Susman,” of Manchester, England, questions 
the specificity of the basophilic tumor in caus- 
ing the syndrome described. If these tumors 
are found to be relatively common, he says, they 
are of no etiological significance and their pres- 
ence is due to chance only. He examined 260 
human hypophyses from unselected postmortems 
of patients who died of such conditions as shock, 
pellagra, otitis media, and so on. The hypo- 
physis, like the thyroid and other ductless 
glands, he found to be damaged quite frequently 
during life, and hyperplastic areas of repair were 
not uncommon. Of the 260 glands examined, in 
the infundibular region only, 22 contained 23 
tumors, only two of which had given symptoms. 
There were thus adenomata in 8 per cent of 
the series; and 3 per cent of the adenomas were 
base-staining and had caused no symptoms dur- 
ing life. They are thus, this author believes, too 
common to be of any especial significance. 
Susman’s histological data lend no support to 
the contention of Zondek that the basophilic 
cells secrete the sex hormone, or of Cushing that 
this hypersecretion causes the syndrome of “pi- 
tuitary basophilism.” Further routine postmor- 
tem studies of the anterior pituitary are indi- 
cated. 


TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1910 


Bladder Tumors3—“Tumors of the bladder are rare, 
but when they do occur they are so fatal with or with- 
out attention that the early diagnosis and radical treat- 


1. Basophiliz Hyperpituitarism. Editorial, Sou. Med. 
25:674, 1932. Cushing, Harvey: Basophil Adenomas o' 
Pituitary Gland ba ae Clinical Manifestations. Bull. Johns 
~ osp., 50:1 1932. 

. Susman, Willian. Adenomata of the Pituitary, with Spe- 
cial’ Reference to Pituitary Basophilism of Cushing. Brit. Jour. 
Surg., 23:539, Jan., 1935. 

3. Sanders, E. M.: Tumors of the Urinary Bladder. Sou. Med. 
Jour., 3:402, 1910. 
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ment becomes one of unusual interest. Kuster says 
that about one-fourth of 1 per cent of all tumor work 
is for tumors of the urinary bladder, and Alberan tells 
us that Necker found 4 per cent in genito-urinary sur- 
gical cases.” 


Whooping Cough4—For internal medication, “Holt 
says there are four drugs that possess undoubted advan- 
tages over all others, namely: quinine, belladonna, bro- 
moform and antipyrine. Quinine should not be given 
to infants and very young children on account of up- 
setting the stomach so often, but in a child five or six 
years old twelve or fifteen grains may be given daily. 
Belladonna * * * undoubtedly lessens the paroxysm. 
* * * Holt says that antipyrine in his hands has proven 
to be of the greatest value of the four.” 


Advertising: A Declaration of Editorial Principle 5— 
“We cannot realize our ideal of a medical journal until 
we can say: ‘Reader and Friend, we honestly believe 
that every statement made and every word printed 
in this Journal, no matter on what page, outside or 
inside, can be safely accepted as true, and worthy of 
your entire confidence. And we are determined to 
realize that ideal or retire * * * the only way to be 
absolutely sure to admit no unworthy proprietary med- 
icine advertisement, and that those we do admit will 
be precisely as advertised, is to accept as final the 
conclusions of the Council on Pharmacy and Chemistry 
established by the American Medical Association, and 
be guided thereby. 

“There can be no doubt of its sincerity. It has done 
an immense amount of investigation and analysis, and 
though, being human, it doubtless errs sometimes, yet 
its opportunities for forming sound opinions exceed by 
far any other ways at our disposal. Their conclusions, 
like those of the highest courts of review, are the 
soundest obtainable. 

“Therefore we make this announcement! 

“FROM THIS DATE THE GULF STATES JOUR- 
NAL OF MEDICINE AND SURGERY, JOURNAL 
OF THE SOUTHERN MEDICAL ASSOCIATION, 
WILL NEITHER MAKE NOR RENEW A CON- 
TRACT FOR ADVERTISING ANY PROPRIETARY 
MEDICINE WHICH IS NOT RECOGNIZED BY 
THE AFORESAID COUNCIL. 

“* * * We know that this step may be the first to- 
wards failure. * * * But we shall not fail! * * * 

“Sink or swim, survive or perish, we have planted 
the standard of the Journal upon the heights, and shall 
stand by it. 

“Readers, friends, we trust you to support us with 
your good will in this fight between Merit and Mam- 
mon! 

“Respectfully, 
“SeaLE Harris, M.D., 
“H. A. Moopy, M.D., 
“Editors.” 


4. Chamblee, Z. B.: 


Whooping Cough and Its Complications. 
Gulf States Jour. Med. & Surg., 16:409, 1910. 
5. Editorial, Gulf States Jour. Med. & Surg., 26:462, 1910. 
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Special Article 


WHAT THE SOUTHERN MEDICAL ASSO- 
CIATION AND THE ST. LOUIS 
MEETING MEAN TO ST. 
LOUIS AND MISSOURI* 


By M. Prnson Neat, M.D.,t 
Columbia, Missouri 


The public wonders about the why, the where- 
fore, the needfulness and the expense of progress 
in the medical profession. Missouri’s great hu- 
morist, Mark Twain, has given the answer: 


“Man starts in as a child and lives on diseases to the 
end as a regular diet. * * * He’s just a basketful 
of pestilent corruption, provided for the support and 
entertainment of microbes. * * * Think of the lion, 
the tiger and the leopard, then think of man * * * 
that poor thing! The animal of the wig, the ear 
trumpet, the glass eye, the porcelain teeth, the wooden 
leg, the silver windpipe, a creature that is mended all 
over from top to bottom.” 


To keep up with these and many other de- 
mands and changes in fashion if not in useful- 
ness of such bric-a-brac, doctors must have as- 
semblies. 


The Twenty-Ninth Annual Meeting of the 
Southern Medical Association, the pride of the 
progressive physicians in the South and the sec- 
ond largest medical organization in this, our 
United States of America, by your invitation 
will be held in St. Louis during November of 
this year. The marked and continued interest 
and enthusiasm of the men of the medical pro- 
fession in Dixieland for this organization which 
has made a record of enviable achievement con- 
stitutes one of the intriguing chapters of modern 
medicine. 


Purpose —The Southern Medical Association 
was founded for scientific purposes and to aid 
in solving the medical problems in the South. 
It is a democratic service institution of, for and 


*Address delivered by invitation at the meeting of the St. Louis 
Medical Society, St. Louis, Missouri, April 23, 1935. 


tMember of the Council of the Southern Medical Association 
from Missouri and as such the official representative of the As- 
sociation in Missouri; formerly Secretary, Vice-Chairman and 
Chairman of the Section on eg Southern Medical Associa- 
tion; and Professor of Pathology, University. of Missouri School 
of Medicine, Columbia, Missouri. 
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by our profession, regional* and in no sense sec- 
tional. 


The Constitution states: 

“The purpose of this Association shall be to develop 
and foster scientific medicine and medical fraternalism. 
It shall have no direct connection with or control over 
any other society or organization, nor shall it at any 
time be controlled by any other society or organiza- 
tion. All meetings of the Association shall be for the 
sole purpose of reading and discussing papers pertain- 
ing to the science of medicine, public health and to 
medical education. 


“The Association shall not at any time take active 
part in any economic, political or sectarian questions or 
concerted movements for securing legislative enact- 
ments.” 

This organization is not affiliated, that is, has 
no direct connection with the various local, state 
and national medical associations, though to hoid 
membership in it one must be a member of his 
or her county and state medical societies. It 
has no legislative or economic function and has 
not been connected in any way with legislation 
in the state and national governments. Being 
purely a scientific organization, it is not in com- 
petition or conflict with any local, regional or 
national society. It has no separate code of 
ethics, those of county and state medical socie- 
ties being upheld in matters involving ethics or 
ethical standing. 


Organization—The Association is composed 
of the white members of the medical profession 
residing in those states commonly known as the 
South.t For the purpose of centering interest in 
the various specialties it is divided into sixteen 
sections. At the last annual session there met 
conjointly with it seven other medical organiza- 
tions and the Woman’s Auxiliary. At that meet- 
ing there were listed on the joint programs 417 
papers. A number of these contributions were 
by guests from foreign countries, namely: Eng- 
land, France, Italy, India, British West Indies, 


*Dr. Stuart McGuire, Richmond, Virginia, in his Address as 
President of the Southern Medical Association in 1914, said: 
“Woodrow Wilson, in speaking of the new banking system, 
said: ‘We have developed by regions and there is every reason 
why we should function by regions.’ It is because the South 
has developed as a region and is drawn together by a common 
spirit that we are met together today. The Southern Medical 
Association is not a sectional, but a regional society.” (Southern 
Medical Journal, Journal of the Southern Medical Association, 
Volume 7, Number 12, December 1914, page 931.) 

+The membership of this Association shall be limited to white 
members of the various state and local medical societies of the 
following states, viz: Alabama, Arkansas, District of Columbia, 
Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, 


Missouri, North Carolina, Oklahoma, South Carolina, Tennessee, 
Texas, Virginia, West Virginia, and white medical officers of the 
United States Army, Navy, Public Health Service and Veterans’ 
Bureau, and white American members of the Canal Zone Medical 
Society.—Article 3, Section 1, Constitution of the Southern Medi- 
cal Association. 
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Mexico and Panama. The annual meetings 
which occur in the second or third week of each 
November have been held in the District of 
Columbia and in the states comprising this or- 
ganization, with the exception of Maryland, 
Missouri, Oklahoma, South Carolina and West 
Virginia. 

Ever since friends in this Association favored 
me with the honors and responsibilities that I 
now hold in it, an ambition to render service 
has been a foremost thought. A St. Louis meet- 
ing and an enlivened interest of the profession 
in Missouri has been the goal. In November 
the first major medical assembly to be held in 
your magnificent, commodious and comfortable 
Municipal Auditorium can, and I am sure will 
be, the fulfillment of that ambition, and the 
greatest success of any meeting of this great 
body of physicians. 

It has long been held that there were two 
things which should not exist: the State of Mis- 
souri without the many privileges and advan- 
tages of the Southern Medical Association and 
the Southern Medical Association without the 
interest, enthusiasm and support of the profes- 
sion of St. Louis and Missouri.* This is our 
profession, these men our colleagues, and never 
before in history has it been as important as 
now that we look eye to eye and march shoulder 
to shoulder as one body. 


THE ST. LOUIS MEETING 


Following the selection of St. Louis for the 
1935 meeting, some of the Southern newspaper 
accounts carried such headlines as: “In 1935 
the Southern Medical Association for the first 
time will meet in a Northern city.” Missouri is 
and has always been temperamentally, culturally 
and through lineage of its inhabitants purely 
Southern, though geographically we are placed 
in the Central States group. One wonders if the 
world as represented by the far down South 
looks upon us in the same light as it does upon 
one of our famed products, “That animal born 
without pride in parentage and without hope of 
posterity.” 

This Association diffuses scientific medical 
knowledge through the annual feasts concocted, 
prepared and served by the masters of medicine 
in the South and invited guest speakers out- 
standing in the various fields of medicine from 


*The Southern Medical Journal, the official organ, owned and 
published by the Southern Medical Association, occupies a valued 
Place in medical literature and is one of the “privileges and ad- 
vantages’”’ of membership in the Association and should be read 
by every physician to whom it is available. The annual dues of 
$4.00 includes the Journal, which is published monthly. 
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other parts of America and foreign countries. 
From these essayists the physicians in the South 
receive valuable medical information, but above 
all, incentive and an added stimulation of their 
will to do. We who attend have the opportunity 
of learning better to serve our profession, our- 
selves and our patients. Further, we are incited 
to weigh ourselves and to distinguish between 
facts and fancy. No one ever prepared a scien- 
tific discussion without getting more out of 
it than anyone who heard or read it. To 
know and to enjoy the beauties and benefits 
of any organization it is imperative that one 
participate in the activities of that body and 
share in its obligations and responsibilities. The 
Southern Medical Association needs you and me, 
but our needs are the greater. 


Scientific Meetings —The basic idea back of 
medical meetings and conferences is the contin- 
uation of education of the physician. In the 
set-up for the November meeting considerable 
time has been given over to rather unified audi- 
ences for the presentation of subject matter and 
thoughts of common interest to all members of a 
progressive profession. Those who live in St. 


Louis have the first full day to demonstrate 
their hospitals and medical schools and to in- 
spire the visitors and their own colleagues with 


a recital of their latest researches, accomplish- 
ments and clinical observations based on large 
numbers of patients. At the general sessions, 
subjects of varied scope, practical application 
and present day interest abound. Two days are 
allotted to smaller section groups for a discus- 
sion of more detailed and specialty reviews and 
reports of research. 

I would have you know that the attention of 
those in attendance is not detracted or with- 
drawn from the scientific atmosphere and com- 
prehensive program into politics, personal of 
group promotions; and schemes for these, even 
though they existed, receive no recognition. 

Social—You will find that the physicians in 
the South revel in the spirit of social and per- 
sonal contact. The commingling, rubbing of 
elbows and the contact of individuals is a unique 
accomplishment of theirs as men of the medical 
profession. These people of the Southern Med- 
ical Association are fine folks indeed. As Mark 
Twain remarked of the Pilgrim stock who set- 
tled our Northeastern seaboard, “There ain’t 
any way to improve on them * * * except having 
them born in Missouri.” 

The opportunity to renew friendships and to 
create new friends is amply afforded through 
luncheons, alumni, fraternity and more intimate 
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group, section or private dinners, golf, trap 
shooting, contacts in the lobbies, at the Presi- 
dent’s reception; and among the wives, mothers 
and daughters, through their Auxiliary meetings, 
receptions, teas and sight seeing trips. 


Exhibits—At times in the past for lack of 
space the exhibits which are both scientific and 
technical have of necessity been curtailed. Here 
space will not be a problem. From communica- 
tions that have come to me or that have passed 
through my hands I am sure that these will 
surpass any we have previously had and will 
constitute a valuable asset to each individual 
who takes the time to study them. Through 
the scientific exhibits a marvelous opportunity 
is offered the St. Louis profession ta demon- 
strate its work. 

Educational Values—Most physicians who 
have amounted to something in the past have 
been those who believed in their profession, 
sought continuous education and attended meet- 
ings such as these. They did not do such things 
because they were great, but they were great 
because they had vision and belief and followed 
such a self-determined course. 

Medical meetings constitute for the doctor pe- 
riods of intensive education. St. Louis holds an 
enviable position as a city of high ideals and 
with excellent facilities for graduate training in 
medicine. It has every requirement in its two 
modern medical schools, the standardized hos- 
pitals and a potential faculty the equal of any. 
November will give you an opportunity to sell 
this idea and principle to men who little know 
you as such a center. 

Opportunity.—Physicians who regularly at- 
tend medical conclaves reap a harvest from this 
investment and their communities are often im- 
mediately and immeasurably benefited by the 
knowledge thus gleaned. A physician does not 
cease to be a student so long as he progresses, 
but we each need stimulation. The stimulus 
that comes from direct contact with leaders in 
medicine can nowhere be better or more whole- 
somely obtained than here. It is your oppor- 
tunity, your privilege and your obligation to 
tefresh, to revivify and to reinforce the accu- 
mulated medical knowledge, to renew friendships 
and to create new friends among those who will 
come as your guests in November. 

With his personal interest and energy, and an 
enthusiasm like that of youth which President 
Neil Moore* radiates and imparts to others, and 
with the remarkable set-up of committees for the 


—— 


*President of the St. Louis Medical Society. 
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Southern Medical meeting, St. Louis can and will 
“do herself proud.” We congratulate ourselves 
upon your having such a President and the nu- 
cleus of committees he has created to work with 
him. It is to be hoped that your two medical 
schools and your many hospitals will designate 
the period of November 19-24 as homecoming 
week and provide added incentives for the return 
of their graduates. With your assembled ener- 
gies and contacts combined with those of Mr. 
C. P. Loranz, Secretary and General Manager 
of the Southern Medical Association, and his 
ingenious ways of doing things, St. Louis will 
see more names on the registration list next No- 
vember than at any previous meeting. 


Hospitality—Most, if not all, men have mem- 
ories of two types of homes in which they have 
visited and each rather uniquely has left perma- 
nent impressions. I would ask that each of 
you step back a few years to the age of the 
young, mooning swain when you presented your- 
self at the front door of some charming girl on 
a wintry Sunday evening. At one place you 
were met by a long-faced, grouchy, sour-dispo- 
sitioned mother or maid of few words who 
in non-inviting terms said, “Come on in. Have 
a seat in the parlor. Mary will be down after a 
while.” The parlor was cold, the lights were 
bright, the door which communicated with an 
adjacent room was wide open, and several mem- 
bers of the family were strategically placed for 
observation while you waited some while. At 
the other home you were met at the door by a 
bright, smiling, lovable creature with extended 
hand, who delivered her own message, “Walk 
right on in.” You were promptly led by the 
hands into a warm, cozy room with a love seat 
in the proper corner. The shades were drawn 
and the lights were low. Need one say more? 

St. Louisians are renowned for their hospi- 
tality. There is no question as to what will 
happen when your guests of November again 
receive other invitations to this city whose homes 
have friendly doors and outside latches. 

A Promise.—President Taylor, Dr. Abell and 
Mr. Loranz,* may I ask, “Did you during the 
previous three years see our Missouri? Did you 
note how the soil was brown and dry and bare 
like a stone? Did you see how it appeared dif- 
ferent from the rich loam of the Alabama, Ten- 
nessee, Ohio and Mississippi bottoms?” Some 


*Dr. H. Marshall Taylor, Jacksonville, Florida, President; Dr. 
Irvin Abell, Louisville, Kentucky, a recent Past President and 
now a member of the Board of Trustees; and Mr. C. P. Loranz, 
Birmingham, Alabama, Secretary, Treasurer and General Manager 
of the Southern Medical Association, were in the audience when 
this address was delivered. 
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years there comes little rain in our Missouri 
and it stops and for a long time there is no more. 
At other times we even have wafted to us on 
western winds silt and dust from our neigh- 
boring states to the West, and this becomes 
pppressive and a menace to man and beast alike. 
The soil under these conditions remains the 
same, brown and dry and bare. Then after a 
long, long time there comes more rain and within 
a few days the ground is no longer bare, but is 
covered by a big, green, grass grown carpet. 
You undoubtedly in your locations have seen 
that, too. That is curious, this change from an 
uninviting, unproductive soil to one of much 
life, but it is not magic. It is because in the 
heart of the Missouri earth something is there, 
but needs must wait until there comes rain. 

To this might be likened Missouri and the 
Southern Medical Association. Long, long have 
Missouri physicians awaited this, our first meet- 
ing. It has been a great drought, in fact one of 
twenty-nine years. Both the profession of Mis- 
souri and that of the other states of the South- 
land have been the losers. Like the heart of 
the earth after rain responds with green grass, 
beautiful flowers, promising crops and flowing 
streams, so will the hearts of Missourians re- 
spond to this coming visitation. Missouri shall 
not again be looked upon as an adopted or step- 
child to this Association. The Southern Medi- 
cal Association will never again with awe scru- 
tinize through colored glasses our red heads, 
bowed legs, snaggle teeth, bare feet and bare 
soil, and consider us of questionable value in 
that organization. We are and will demonstrate 
that we are and ever will be a living, breathing, 
growing, thriving, active, working part of that 
Association. 


St. Louis—Where We Meet 


ST. LOUIS HAS PROVIDED* 


The success of the annual meeting of the Southern 
Medical Association is largely dependent upon the pro- 
visions afforded by the city of its choice: the facilities 
for meeting places, location, accessibility (by rail, air 
and bus), hotels, and most important, supervision by 
hosts who are convention minded. “Provision is the 
foundation of hospitality,” and St. Louis has every- 
thing for the comfort of its guests. The spirit of St. 
Louis is a spirit of friendliness. The people, the city 


*Prepared by Mr. Frederick H. Rein, Director of Conventions 
and Publicity, St. Louis Convention and Publicity Bureau, for 
Dr. R. V. Powell, St. Louis Chairman of Publicity for Southern 
Medical Association meeting. 
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fathers, the clubs, the merchants, the medical profés- 
sion are all genuinely gracious in their reception of 
the convention visitor, who is not a stranger in their 
midst but a guest to whom is given the very best that a 
great city can provide. 


Imposing is not the word to use in describing the 
new St. Louis Auditorium, where your sessions will be 
held, because it was not adapted to make an impres- 
sion. It was erected specifically to serve 4 very useful 
purpose, the Southern Medical convention and other 
similar meetings, and yet it makes such a colossal im- 
pression as one approaches it across the expansive plaza 
that it does definitely impress one with all the massive 
dignity and benign power of a great rock temple dedi- 
cated to the people. Within its walls is a convention 
city planned for both the large and small convention. 
Soft colors and lights take the jangle out of conven- 
tion nerves and soft padded avenues lead surrepti- 
tiously to three large assembly centers, the great music 
hall with its beautiful stage, the stupendous arena, and 
the expansive exposition hall reaching almost from 


Municipal Auditorium, St. Louis. 


front to back of the entire building, which is 493 feet 
over all. 


Neatly woven into this three-point pattern is the ac- 
commodating complement of ticket lobby, foyer, cafe- 
teria and refreshment bar, four large assembly halls 
with stage, smaller committee rooms, completely ap- 
pointed wash rooms, numerous offices, telephone 
booths, in fact facilities for every function of conven- 
tion management. It is one of the most modern and 
complete convention buildings in the entire architectural 
world. 


Through four aisle doors opening from the foyer, like 
mouths into Aladdin’s treasure vault, you enter the 
beautiful music hall seating 3,500 people, a great place 
for the main convention program. 


From the huge music hall stage at the foot of gently 
sloping aisles, the loud speaker public address system 
will successfully cast even the weakest voice to the 
last seat in the hall. The acoustics are excellent. One 
of the unique features of the stage arrangement is 
the 30-ton sound-proof and fire-proof steel curtain, 
electrically driven, which partitions the music hall from 
the arena. When raised the two are thrown together 
like one large amphitheater, accommodating 16,000 péo- 
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ple. No detail necessary for the successful handling of 
large scale entertainment was overlooked in planning 
this part of the Auditorium, from the disappearing or- 
chestra to the under-stage dressing rooms, large and 
small. 

The entire building is air conditioned. A restless, 
uncomfortable audience has ruined many a good 
speech, and good speeches make a good convention. 
The many provisions for comfort in the St. Louis Audi- 
torium deserve especial attention. Air, temperature, 
light and seats are all comfort details worked out to 
the n’th degree in this ultra modern convention build- 
ing. 

A million cubic feet of fresh air per minute is intro- 
duced into 14 fan rooms, which convey it to every 
part of the building at the rate of 30 cubic feet per 
minute per person when the space is filled to capacity. 
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(A) Municipal Auditorium; (1) Jefferson Hotel; (2) Statler Ho- 
tel; (3) Lennox Hotel; (4) Mayfair Hotel; (6) Mark Twain 
Hotel; (6) DeSoto Hotel; (7) American Hotel; (8) Ameri- 
can Annex Hotel; (9) Claridge Hotel; (10) Auditorium Ho- 
tel; (11) Warwick Hotel; (12) Y. M. C. A.; (13) Mar- 
quette Hotel; (14) Union Railroad Station. 


The lighting system is up to the minute, both direct 
and indirect systems being used. The seats in the large 
music hall are the very latest in theatrical chair de- 
sign. They are roomy and soft, richly upholstered over 
box springs with comfortable leg space between rows. 
A large audience in this comfort-controlled atmosphere 
in soft, easy-sitting seats will not disturb the smooth 
conduct of convention proceedings by fussing and fidg- 
eting. Speakers and audiences will revel in the con- 
tented ease that pure air, diffused light and cushioned 
seats provide. 


In this magnificent building the Southern Medical 
Association will be housed in its entirety, all meetings 
and exhibits under one roof. 
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In St. Louis, convention facilities mean more than 
just a meeting place. The subtle art of making people 
feel at home is the studied concern of St. Louis hotels 
backed by one of the best hotel associations in the 
country. Reasonable rates, spacious lobbies, banquet 
halls and good food with excellent service supports the 
truth of our axiom that “provision is the foundation of 
hospitality!” The majority of these hotels are within 
walking distance of the Auditorium. 

Geographically speaking, St. Louis meets you half 
way, and hospitably speaking, St. Louis goes the whole 
way. 


Book Reviews 


A Synopsis of Surgical Anatomy. By Alexander Lee 
McGregor, M.Ch. (Edin.), F.R.C.S. (Eng.), Lecturer 
on Surgical Anatomy, University of the Witwaters- 
rand; Assistant Surgeon, Johannesburg General Hos- 
pital with a foreword by Sir Harold J. Stiles, K.B.E., 
F.R.CS. (Edin.). Second Edition. 644 pages, illus- 
trated. Baltimore: William Wood & Co., 1934. 
Cloth, $6.00. 

This book serves as a supplement to provide the 
surgeon with the salient anatomical facts relevant to 
his practical applications of the subject. The anatomy 
of the whole body is not dealt with exhaustively and 
the contents are presented as separate essays, any one 
of which is complete in itself. This makes it unneces- 
sary to read from the beginning to understand any 
of the subsequent chapters, thereby enhancing its value 
as a handbook. 

Normal anatomy is discussed in the first half of the 
volume and the anatomy of the abnormal, including 
surgical approach to the various parts of the body, 
is presented in the last half. Six hundred and thirty- 
nine drawings are used as illustrations. 

The author succeeds in the practical correlation of 
the dissecting room with the practice of medicine and 
surgery. 


What You Should Know About Heart Disease. By 
Harold E. B. Pardee, M.D., Assistant Professor of 
Clinical Medicine, Cornell University Medical School; 
Associate Attending Physician, New York Hospital, 
Etc. Second Edition, Thoroughly Revised. 127 
pages, illustrated. Philadelphia: Lea & Febiger, 1935. 
Cloth, $1.50. 

This little book is designed for persons suffering from 
diseases of the heart. It should be readily and accu- 
rately interpreted by the intelligent layman. It is 
especially to be recommended for the apprehensive type 
of patient who is inclined to be introspective, as it 
should reassure him that his disorder is not as serious 
as he had thought and that he need necessarily have 
no fear of sudden death. It serves its purpose ade- 
quately. 


BOOK REVIEWS continued on page 581 
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OFFICERS, SOUTHERN MEDICAL ASSOCIATION, 
and of Associations Meeting Conjointly. 


President—Dr. H. Marshall Taylor, Jacksonville, Florida. 

First Vice-President—Dr. J. Manning Venable, San Antonio, Texas. 

Second Vice-President—Dr. Samuel Orr Black, Spartanburg, South 
Carolina. 


Secretary, Treasurer and General Manager—Mr. C. P. Loranz, 
Birmingham, Alabama. 


Editor of Journal—Dr. M. Y. Dabney, Birmingham, Alabama. 


Assistant Editor of Journal—Mrs. Eugenia B. Dabney, Birming- 
ham, Alabama. 


Councilors—Dr. James R. Bloss, Chairman, Huntington, West 
Virginia; Dr. M. Toulmin Gaines, Mobile, Alabama; Dr. Har- 
vey S. Thatcher, Little Rock, Arkansas; Dr. William Thornwall 
Davis, Washington, D. C.; Dr. Edward Jelks, Jacksonville, 
Florida; Dr. Edgar G. Ballenger, Atlanta, Georgia; Dr. C. W. 
Dowden, Louisville, Kentucky; Dr. Arthur A. Herold, Shreve- 
port, Louisiana; Dr. Edward A. Looper, Baltimore, Maryland; 
Dr. Harvey F. Garrison, Jackson, Mississippi; Dr. M. Pinson 
Neal, Columbia, Missouri; Dr. Paul H. Ringer, Asheville, North 
Carolina; Dr. W. K. West, Oklahoma City, Oklahoma; Dr. 
Frank H. McLeod, Florence, South Carolina; Dr. Eugene Rosa- 
mond, Memphis, Tennessee; Dr. Elbert Dunlap, Dallas, Texas; 
Dr. R. Finley Gayle, Jr., Richmond, Virginia. 


Board of Trustees (All are Past-Presidents)—Dr. s 
Moore, Chairman, Huntington, West Virginia; Dr. Hugh S. 
Cumming, Washington, D. C.; Dr. Felix J. Underwood, Jack- 
son, Mississippi; Dr. L. J. Moorman, Oklahoma City, Okla- 
homa: Dr. Irvin Abell, Louisville, Kentucky; Dr. Hugh Leslie 
Moore, Dallas, Texas. 


Section on Medicine—Dr. George Herrmann, Chairman, Galveston, 
Texas; Dr. Chas. Hartwell Cocke, Vice-Chairman, Asheville, 
North Carolina; Dr. William B. Porter, Secretary, Richmond, 
Virginia. 

Section on Pediatrics—Dr. Luther W. Holloway, Chairman, Jack- 
sonville, Florida; Dr. Lucius D. Hill, Jr., Vice-Chairman, San 


Antonio, Texas; Dr. M. Hines Roberts, Secretary, Atlanta, 
Georgia. 
Section on Gastroenterology—Dr. Walter E. Vest, Chairman, 


Huntington, West Virginia; Dr. H. E. Murry, Vice-Chairman, 
Texarkana, Arkansas; Dr. James Alto Ward, Secretary, Birming- 
ham, Alabama. 


Section on Pathology—Dr. Harry C. Schmeisser, Chairman, Mem- 
phis, Tennessee; Dr. T. C. Terrell, Vice-Chairman, Fort Worth, 
Texas; Dr. Wiley D. Forbus, Secretary, Durham, North Caro- 
lina. 


Section on Neurology and Psychiatry—Dr. Edgar F. Fincher, Jr., 
Chairman, Atlanta, Georgia; *Dr. James H. Royster, Vice- 
Chairman, Richmond, Virginia; Dr. Frank H. Luton, Secre- 
tary, Nashville, Tennessee. 


Section on Radiology—Dr. Franklin B. Bogart, Chairman, Chat- 
tanooga, Tennessee; Dr. Roy G. Giles, Vice-Chairman, Temple, 
Texas; Dr. Henry J. Walton, Secretary, Baltimore, Maryland. 


Section on Dermatology and Syphilology—Dr. J. N. Roussel, 
Chairman, New Orleans, Louisiana; Dr. Charles C. Dennie, 
Vice-Chairman, Kansas City, Missouri; Dr. C. F. Lehmann, 
Secretary, San Antonio, Texas. 


Section on Surgery—Dr. J. M. Mason, Chairman, Birmingham, 
Alabama; Dr. Charles S. Venable, Vice-Chairman, San Antonio, 
Texas; Dr. Alton Ochsner, Secretary, New Orleans, Louisiana. 


Section on Bone and Joint Surgery—Dr. J. Warren White, Chair- 
man, Greenville, South Carolina; Dr. R. W. Johnson, Jr., Vice- 
Chairman, Baltimore, Maryland; Dr. Guy A. Caldwell, Secre- 
tary, Shreveport, Louisiana. 


Section on Gynecology—Dr. Elbert Dunlap, Chairman, Dallas, 
Dr. Lee F. Turlington, Vice-Chairman, Birmingham, 


Texas; 
Alabama; Dr. R. A. Ross, Secretary, Durham, North Carolina. 


*Deceased. 
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Section on Obstetrics—Dr. Richard Paddock, Chairman, St. 
Louis, Missouri; Dr. James R. Bloss, Vice-Chairman, Hunting- 
ton, West Virginia; Dr. Warren E. Massey, Secretary, Dallas, 
Texas. 


Section on Urology—Dr. B. Weems Turner, Chairman, Houston, 
Texas; Dr. Thomas D. Moore, Vice-Chairman, Memphis, Ten- 
nessee; Dr. Jefferson C. Pennington, Secretary, Nashville, Ten- 
nessee. 


Section on Railway Surgery—Dr. W. N. Blount, Chairman, Lau- 
rel, Mississippi; Dr. Charles C. Green, Vice-Chairman, Hous- 
ton, Texas; Dr. J. W. Palmer, Secretary, Ailey, Georgia. 


Section on Ophthalmology and Otolaryngology—Dr. William A. 
Wagner, Chairman, New Orleans, Louisiana; Dr. R. E. Parrish, 
Vice-Chairman, San Antonio, Texas; Dr. Oscar M. Marchman, 
Secretary, Dallas, Texas; Dr. William D. Gill, Chairman Round 
Tables, San Antonio, Texas. 


Section on Medical Education—Dr. George T. Caldwell, Chair- 
man, Dallas, Texas; Dr. John H. Musser, Vice-Chairman, New 
Orleans, Louisiana; Dr. Harvey S. Thatcher, Secretary, Little 
Rock, Arkansas. 


Section on Public Health—Dr. W. K. Sharp, Jr., Chairman, Knox- 
ville, Teanessee; Dr. T. J. McCamant, Vice-Chairman, El 
Paso, Texas; Dr. Douglas L. Cannon, Secretary, Montgomery, 
Alabama. 


American Public Health Association, Southern Branch (meeting 
conjointly with Southern Medical Association)—Dr. C. E. 
Waller, President, Washington, D. C.; Mr. V. M. Ehlers, First 
Vice-President, Austin, Texas; Dr. I. C. Riggin, Second Vice- 
President, Richmond, Virginia; Miss Ruth Mettinger, Third 
Vice-President, Jacksonville, Florida; Dr. G. F. McGinnes, Sec- 
retary-Treasurer, Richmond, Virginia. 


National Malaria Committee (meeting conjointly with Southern 
Medical Association)—Dr. L. Howard, Honorary Chairman, 
Washington, D. C.; Dr. L. L. Williams, Jr., Chairman, Washing- 
ton, D. C.; Dr. Herbert C. Clark, Chairman-Elect, Ancon, 
Canal Zone; Dr. John W. Brown, Vice-Chairman, Austin, 
yeu; Dr. Mark F. Boyd, Secretary-Treasurer, Tallahassee, 

lorida. 


American Society of Tropical Medicine (meeting conjointly with 
Southern Medical Association)—Dr. Edward B. Vedder, Presi- 
dent, Washington, D. C.; Dr. Henry E. Meleney, President- 
Elect, Nashville, Tennessee; Dr. Lewis W. Hackett, Vice-Pres- 
ident, New York, New York; Dr. Alfred C. Reed, Secretary- 
Treasurer, San Francisco, California; Dr. Charles F. Craig, 
Editor, New Orleans, Louisiana. 


Allergy Clinic and Round Table (meeting conjointly with South- 
ern Medical Association)—Dr. Marion io Davidson, Chairman, 
Birmingham, Alabama; Dr. C. Malone Stroud, Vice-Chairman, 

a Louis, Missouri; Dr. C. H. Eyermann, Secretary, St. Louis, 
issouri. 


conjointly 


American Academy of Pediatrics, Region 2 woe 8 
y Mitch- 


with Southern Medical Association)—Dr. Edward 
ell, Chairmam Memphis, Tennessee. 


Society for Experimental Biology and Medicine, Southern Section 
(meeting conjointly with Southern Medical Association)—Dr. 
Charles F. Craig, Chairman, New Orleans, Louisiana; Dr. 
Meyer Bodansky, Vice-Chairman, Galveston, Texas; Dr. Roy 
H. Turner, Secretary, New Orleans, Louisiana. 


Southern Association of Anesthetists (meeting conjointly with 
Southern Medical Association)—Dr. H. Boyd Stewart, Presi- 
dent, Tulsa, Oklahoma; Dr. Mary E. Hopkins, First Vice 
President, Louisville, Kentucky; Dr. D. P. Harris, Second Vice- 
President, Beaumont, Texas; Dr. W. Hamilton Long, Secretary- 
Treasurer, Louisville, Kentucky. 


——, Physicians of the Southern Medical Association—To be 
named. 


Woman's Auxiliary to the Southern Medical Association—Mrs. 
J. Bonar White, President, Atlanta, Georgia; Mrs. Oliver W. 
Hill, President-Elect, Knoxville, Tennessee; Mrs. Frank N 
Haggard, First Vice-President, San Antonio, Texas; Mrs. W. 
West, Second Vice-President, Oklahoma City, Oklahoma; Mrs. 
Francis E. LeJeune, Recording Secretary, New Orleans, 


i 

isiana, Mfrs. mustace A. Allen, orresponding SE 
er lanta, Georgia; Mrs. A. G. Wilde, Treasurer, Jackson, Missis- 
re sippi; Mrs. Southgate Leigh, Historian, Norfolk, — Mn. 
ee Ft Edward Jelks,’ Parliamentarian, Jacksonville, Florida. 
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Book Reviews 


Continued from page 579 


Diseases of the Skin. By Richard L. Sutton, M.D., 
Sc.D., LL.D., F.R.S. (Edin.), Professor of Derma- 
tology, University of Kansas School of Medicine, and 
Richard L. Sutton, Jr., A.M., M.D., L.R.C.P. (Edin.), 
Assistant in Dermatology, University of Kansas 
School of Medicine. Ninth Edition. 1433 pages, il- 
lustrated. Missouri: The C. V. Mosby Company, 
1935. Cloth, $12.50. 

The ninth edition of Sutton’s “Diseases of the Skin” 
is an enlarged and improved volume in which thirty- 
three new skin diseases are described. Throughout, the 
book shows evidence of careful revision. The name of 
the author’s son appears as co-author on the title 
page. 

Numerous photographs, always a feature of this book, 
still appear in such numbers that it would not be an 
exaggeration to speak of it as an atlas with extensive 
text. 

The commanding place of this work among the stand- 
ard texts in English on skin diseases is made even more 
secure by this fine edition. 


The Care of the Aged, the Dying and the Dead. By 
Alfred Worcester, M.D., Sc.D., Henry K. Oliver Pro- 
fessor of Hygiene, Harvard University. Illinois: 
Charles C. Thomas. 77 pages. 1935. Paper, $1.00. 
In this small volume Dr. Worcester has gathered 

three lectures illustrating that there is more to the prac- 
tice of medicine than a scientific callousness and neg- 
lect of old people. A careful reading will give an 
understanding of some of the problems that confront 
these persons and later the relatives. 


The 1934 Year Book of Dermatology and Syphilology. 
Edited by Fred Wise, M.D., Professor of Clinical 
Dermatology and Syphilology, New York Postgradu- 
ate Medical School and Hospital of Columbia Uni- 
versity; Past-President of the American Dermatologi- 
cal Association, Inc.; President (1934) of the New 
York Dermatological Society, Inc., and Marion B. 
Sulzberger, M.D., Associate in Dermatology and 
Syphilology, New York Postgraduate Medical School 
and Hospital of Columbia University. 704 pages, il- 
lustrated. Chicago: The Year Book Publishing Com- 
pany, Inc., 1935. Cloth, $3.00. 

This volume of the “Year Book of Dermatology and 
Syphilology” for 1934 is the best of the series which 
has appeared. 

One of the editors is famous the world over for his 
knowledge of rare dermatoses. The book reflects his 
penchant for this phase of dermatology, and throughout, 
much space is given to research work and articles deal- 
ing with new and rare varieties of skin disease. 

This, however, should not deter the physician in 
general practice from employing the work to bring 
himself up-to-date on current dermatological literature. 
Helpful and critical comment by the editors will be 
found at the end of each epitomized article. 

The book contains seven hundred and four pages. It 
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offers a good review of the literature of cutaneous medi- 
cine over the period in question. 


Medical Clinics of North America. Issued serially, one 
number every other month. Volume 18, Number 3. 
New York Number, November, 1934. 301 pages with 
illustrations. Philadelphia: W. B. Saunders Com- 
pany, 1934. Cloth, $16.00; paper, $12.00. 

With this number of the Medical Clinics of North 
America the publishers have inaugurated a change of 
policy. They express the intention to make each num- 
ber a symposium covering the range of medical prac- 
tice, but giving the needs of the general practitioner 
special attention. This volume treats a great many of 
the problems of everyday medicine. Starting with a 
symposium on lymphadenopathy, there are included 
four papers on various phases of cardiopathies, articles 
on menstrual disorders, pneumonia in children, anti- 
toxin treatment of erysipelas, treatment of Bright’s dis- 
ease, mucous colitis, intestinal amebiasis, migraine, the 
thyroid in Grave’s disease, liberal carbohydrate diet in 
diabetes and a discussion of the sedimentation test. 
Each paper stresses the diagnosis and treatment and 
gives the reader a practical and concrete working basis 
in the treating of his own patients. It is a splendid 
method of learning the latest in medicine in a usable 
form. 


Useful Drugs. A List of Drugs Selected to Supply the 
Demand for a Less Extensive Materia Medica with 
a Brief Discussion of their Actions, Usage and Dos- 
age. Prepared under the Direction and Supervision 
of the Council on Pharmacy and Chemistry of the 
American Medical Association. Edited by Robert A. 
Hatcher, Ph.M., Sc.D., M.D., and Cary Eggleston, 
M.D. Ninth Edition. Chicago: American Medical 
Association. 203 pages. 1934. Cloth. 


This book serves the student and practitioner by 
weeding out from the long list of drugs the unimpor- 
tant and leaving those agents that are of everyday 
value. The book is a standard in both the teaching 
and in the examination of materia medica. This revi- 
sion adds little new knowledge, more attention being 
given to making the text more clear. The practitioner 
who knows how to use the drugs in this book will sel- 
dom find it necessary to employ any others. 


Southern Medical News 


ALABAMA 


Dr. James B. McLester, Professor of Medicine, University of 
Alabama School of Medicine, recently addressed the junior and 
— classes in medicine at the Medical College of Virginia, Rich- 
mond. 

Dr. Joseph Layman Guffy and Miss Emily Denson Payne, both 
of Birmingham, were married February 16. 

Dr. Kellie N. Joseph, Decatur, and Miss Dell Ivie were mar- 
ried recently. 


DEATHS 

Dr. Frank Evans Christopher, Bolinger, aged 68, died recently 
as the result of an automobile accident. 

Dr. Arthur Johnson, Clanton, aged 47, died March 21 of lobar 
pneumonia. 

Dr. Henry J. Swedlaw, Birmingham, aged 52, died March 20 
of coronary thrombosis. 

Dr. William Sessions Hannah, Montgomery, aged 34, died 
March 22 of streptococcic septicemia. 
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Dr. William Henser Acton, Alabama City, aged 73, died March 
18 of bilateral hydronephrosis and prostatitis. 
Dr. George Richard Sullivan, Decatur, aged 97, died Feb- 


ruary 14, 
died suddenly 


Dr. William M. Browder, Gallion, aged 71, 
March 21 of heart disease. 
Dr. William Collins Hanson, Auburn, aged 69, died February 4. 


ARKANSAS 


The Fourth Councilor District Medical Society, at a joint 
meeting with the Jefferson County Medical wx? sons the 
following officers for the coming year: Dr. t, Monti- 
cello, President; Dr. Crandall, Wilmot, 
Smith, McGehee, Secretary. 

Dr. William Johnson was recently elected President of the 

ly Chamber of Commerce. 
Dr. L. L. Hubener, Little Rock, was recently appointed Resi- 
dent Physician for the ERA colony at Dyess. 

Dr. J. A. Moore was recently elected a member of the Civil 
Service Pe a at El Dorado. 

Dr. C. Kolb, Hope, has been elected Superintendent of the 
State Hispiial for Nervous Diseases. 

The St. Francis County Medical Svar elected the followi 
officers for the coming year: Dr. C Powell, Round Pond, 
President; Dr. H. L. McLendon, Palestine Vice-President; Dr. 
J. O. Rush, Forrest City, Secretary-Treasurer. 

The Pulaski County Medical Society had as guest speakers at 
a recent meeting Dr. Louis Hamman, Baltimore, and Dr. Douglas 
Quick, New York. 

Dr. H. Moulton, Fort Smith, conducted the round table 
luncheon for the ophthalmologists at the recent meeting of the 
Dallas Southern Clinical Society. 

Dr. J. D. Mooney was recently elected Mayor of Coal Hill. 

Dr. H. H. Smiley, Texarkana, was recently appointed a member 
of the State Welfare Board. 

Dr. B. E. Hendrix, Gillham, was elected President of the Ho- 
ratio State Bank. 

The Physicians’ Business and Credit Rating Bureau of Jones- 
boro, recently organized, the officers: Dr. 
| sla . Sloan, President; Dr. H. A. Stroud, Sr., Vice-Presi- 


Dr. J. C. Ogden, Fort Smith, has returned from Washington 
University School of Medicine, St. Louis, where he took post- 
graduate work. 

Dr. J. M. Wallace, formerly of Fayetteville, has moved to 
Marshall. 

Dr. Charles E. Kennedy and Pe Mary Johnson, both of 
Smackover, were married March 


DEATHS 


Dr. David L. Rollins, Bog Springs, aged 70, died recently of 
heart disease. 

Dr. V. L. Pascoe, Newark, aged 64, died recently. 

Dr. William Noah Elkins, Junction City, aged 51, died recently 
of cardiorenal disease. 


DISTRICT OF COLUMBIA 


Dr. Hugh S. Cumming, Surgeon General U.S.P.H.S., and Dr. 
William H. Wilmer, Washington, were recently elected . < 
bership in the University of Virginia Chapter of Sigma Xi, Na- 
tional Honorary Scientific Society. 

Dr. Elmer V. McCollum, Professor of Biochemistry, oe 
Hopkins University School of Hygiene and Public Health 
more, lectured at the George Washington University School of 
Medicine recently. 

Dr. James Edwin ae, Washington, 
Johnson were married March 24. 


DEATHS 


Dr. Samuel M. Sacks, Washington, aged 55, died recently. 

Dr. George Kasper Baier, Washington, aged 59, died recently. 

Dr. Fielding H. Garrison, Colonel, Medical Corps, U. S. Army, 
retired, Washington, aged 65, died April 18. 


and Miss Lola C, 


FLORIDA 


The Seminole County elected following 
the coming year ark, Sanf 
Be. C. Mitchell, Sanford President? John T 
ton, Sanford Secretary-T: reasurer. 
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The Hillsboro County votes Society elected the following 
officers for the coming year: . C. Bottari, sve, Presi- 
dent; Dr. William C4 Biake, Tempe, Vice-President; Dr. John §, 
, Jr., Tampa, Secretary-Treasurer. 
Dr. John J. Kindred, DeLand, was recently elected President 

of the National Association of Private Psychiatric Hospitals, 

Dr. T. F, Hahn, formerly of Crescent City, has moved to 
DeLand and opened offices in the Dreka Building. 

Dr. E. E. Strickland, formerly of Citra, has opened offices in 
Mount Dora. 

Dr. J. A. Newnham, formerly of Stuart, has opened offices in 
West Palm Beach in the Harvey Building. 

Dr. A. B. Quasser, Jacksonville, has moved to the St. James. 
Building. 

Dr. Americo Ferlita and Miss Nina Tagliarini, both of Tampa, 
were married February 28. 


DEATHS 


Dr. Myron H. Williams, Mango, aged 80, died February 24 of 
prostatic hypertrophy and arteriosclerosis. 

Dr. Edith Leavitt Clarke, Winter Park, aged 75, died March 
9 of pneumonia. 


GEORGIA 


The Lamar County Medical Society elected the following of- 
ficers for “4 coming year: Dr. W. Pritchett, Barnesville, 
President; S. B. Traylor, aD Secretary -Treasurer, 

The nds County Medical Society elected the following offi- 
cers for the coming year: Dr. John J. Barton, Dublin. Presi- 
dent; Dr. Charles L. Hicks, Dublin, Vice-President; Dr. William. 

Thompson, Dublin, Secretary-Treasurer. 

“The Macon County Medical Society elected the following of- 
ficers for the coming year: Dr. D. Frederick, Marshallville, 
President; Dr. F. M. Mullino, Montezuma, Vice-President; Dr. 
Thomas M. Adams, Montezuma, Secretary-Treasurer. 

The Rabun County Medical Society elected the following of- 
ficers for the coming year: Dr. J. C. Dover, Clayton, President; 
Dr. J. Green, Clayton, Secretary-Treasurer. 

The Spalding County Medical Society elected the following 
officers for the coming og Dr. I. B. Howard, Williamson, 
President; Dr. Miles, Griffin, Vice-President : Dr. George 
L. Walker, Griffin, Secretary-Treasurer. 

The Troup County Medical Society elected the following offi- 
cers for the coming year: Dr. C. W. Harvey, Hogansville, Presi- 
dent; Dr. Mark M. Byrd, West Point, Vice-President; Dr. Frank 
Anis, Hogansville, Secretary-Treasurer. 

The Walker County Medical ee elected the following offi- 
cers for the coming year: Dr. Fred H. Simonton, Chickamau: 
President; Dr. R. M. Coulter, LaFayette, Vice-President; Dr. 
Floyd Payne, LaFayette, Secretary-Treasurer. 

The Wayne County Medical — tot the following of- 
for the coming year: Dr. T. President; 

Dr. J. T. Colvin, Jesup, AR PS. be A. Gordon, Jesup, 
Secretary- Treasurer. 

The Worth County Medical Socbety, elected the following offi- 
cers for the coming year: Dr. J. L. Tracy, Sr., Sylvester, Presi- 
dent; Dr. H. S. McCoy, Sylvester, Vice-President; Dr. Gordon S. 
Sumner, Poulan, etary-Treasurer. 

Dr. H. Minchew, Waycross, a Past-President of the Ware 
oie Medical Society, was recently elected President of the 
= Surgical Association of the Atlantic Coast Line Rail- 


Dr. Hugh B. Senn, Newberry, South Carolina, has succeeded 
as Health Officer of Jenkins County Dr. Guy G. Lunsford, Mil- 
len, who resigned to become Chief of the Division of County 
Health Work of the State Department of Health. 

Dr. A. Worth Hobby, Atlanta, was recentl egg a_scholar- 
 ' in the Trudeau School of Tuberculosis, anac , New 

or 

The Ware County Medical Society was recently at. 
a saa dinner by Dr. Kenneth McCullough * Dr. R. C. 

Walker, Waycross. 

Dr. J. Kelvin Bleich has moved to the Doctors Building, At- 
lanta, where he will be associated with Dr. Herbert J. Ri Rosenberg 
for the practice of medicine and surgery. 

Dr. S. A. Boland, formerly of Jefferson, has recently located 
at Logansville, where he will practice icine. 

Dr. Albert W. Lewis, Jr., and Miss Constance Adams, both of 
Atlanta, were married March 13. 


DEATHS 


Dr. William Hubert Austin, Griffin, aged 59, died March 1$ 
of carcinoma of the prostate. 


Continued on page 20 
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The 5-day treatment of malaria with 
Atabrine not only promptly relieves all 
symptoms but also assures eradication 
of the parasites so that a cure results 
more rapidly and more certainly than 
with any other antimalarial agent. 


MINIMAL RELAPSE RATE 

The revolution which Atabrine is creating 
is based on its remarkable property to pre- 
vent relapses. With a “short quinine” course 
—comparable to that mentioned in a League 
of Nations report—Barrowman recorded re- 
lapses in 90 per cent of 235 cases observed for 
six months. After treatment with Atabrine the 
rate was only 9 per cent in a series of 371 
cases. When Atabrine was supplemented with 
Plasmochin, relapses were further reduced to 
3.5 per cent in 255 additional cases. 


Detailed literature 
on request. 


MALARIA 
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SUPERIOR ALSO IN 
ESTIVO-AUTUMNAL MALARIA 
Estivo-autumnal malaria is more widely 
prevalent in the Southern States than is com- 
monly believed. “The opinion that Atabrine 
is superior to quinine for the cure of pri- 
mary attacks of malignant tertian (estivo- 
autumnal) malaria rests upon a large number 
of reports relating to natural cases.” —League 
of Nations Report. 


COMFORTABLE TO PATIENTS 

Atabrine does not produce vertigo, tinnitus 
and headache. Furthermore, it can be safely 
employed in pregnancy and blackwater fever. 


SIMPLE DOSAGE 

Adults, one tablet three times daily. Chil- 
dren, proportionately less. Supplied in tablets 
of 0.1 Gm. (144 grains), with groove for 
division, in tubes of 15 and bottles of 500. 


Motion picture ‘Malaria’ 
loaned free to medical so- 
cieties, hospitals, medical 


Reg. U. S. Pat. Off. & Canada 
Brand of CHINACRIN 


colleges, etc. Write for in- 
formation. 


Five-Day Treatment of Malaria 
WINTHROP CHEMICAL COMPANY, INC. 


170 VARICK STREET 
Factories: Rensselaer, N. Y. - Windsor, Ont. 


Pharmaceuticals of merit for the physician 


NEW YORK, N. Y. 


19 
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is a pure is agreeable 
liquid to taste and 
culture of acceptable 
Bacillus to the patient, 
Acidophilus and well 
issued in adapted to 
4-ounce infant as well 


bottles. as adult use. 


Would you like to give B. A. CULTURE 
a clinical trial? Samples for this purpose 
will gladly be furnished upon _ request. 


B. B. CULTURE 
LABORATORY, INC. 


Yonkers, New York 
(Producers of lactic cultures since 1910) 
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Dr. William R. Edwards, Roscoe, aged 74, died recently of 
heart disease. 

Dr. Charles Winn Williams, Cedartown, aged 45, died recently 
of influenza. 

Dr. Joseph H. Hall, Norman Park, aged 69, died recently. 


KENTUCKY 


The Henderson County Medical Society recently had a joint 
meeting with the physicians and druggists of Union, Daviess, 
Webster and Henderson Counties. 

The Cumberland County Medical Society elected the following 
officers for the coming year: Dr. J. E. Bow, Burkesville, Presi- 
dent; Dr. J. R. Webb, Burkesville, Vice-President; Dr. W. F. 
Owsley, Burkesville, Secretary-Treasurer. 


DEATHS 


Dr. Frank Riley Burton, Barbourville, aged 52, died March 12 
of malignancy of the stomach and liver. 

Dr. Robert Lee Boyd, Russellville, aged 70, died February 26 
of diabetes mellitus and cerebral hemorrhage. 


LOUISIANA 


The Louisiana State Medical Society, at its recent annual 
meeting in New Orleans, elected the following officers: Dr. 
Courtland P. Gray, Monroe, President; Dr. H. W. Kostmayer, 
New Orleans, President-Elect; Dr. L. B. Long, Lafayette, First 
Vice-President; Dr. H. L. Gardiner, Crowley, Second Vice-Presi- 
dent; Dr. Rhett G. McMahon, Baton Rouge, Third Vice-Presi- 
dent; and Dr. P. T. Talbot, New Orleans, Secretary-Treasurer. 
The meeting next year will be held in Lake Charles. 

Dr. Gideon Douglas Williams, Lake Providence, has been 
placed in charge of the Ouachita Parish Health Unit to succeed 
Dr. John W. Williams, Monroe, who resigned to become Health 
Director of Asheville, North Carolina. 

Dr. James C. Sartor, Rayville, was recently appointed a mem- 


Continued on page 22 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


Traumatic Surgery 
including 
General Surgery, Orthopedic Surgery, Phys- 


ical Therapy, Anatomical Review and 
Operative Surgery on the Cadaver. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER: 345 West 50th Street, NEW YORK CITY 


POST-GRADUATE INSTRUCTION 
comprising 


MEDICINE, SURGERY 
and ALLIED SPECIALTIES 


| 
: 
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PERICARDITIS 


WITH EFFUSION 


The shadow in this radiograph indi- 
cates pericardial effusion ... a condition 
difficult to diagnose without radiographs, 
for physical signs may be absent. Other 
abnormalities of the heart silhouette 
might reveal: 


Pathologic aorta Decompensation 
Calcified pericardium Hypertrophy 
Aneurysms Congenital abnormalities 


Prompt, accurete diagnosis of heart 
disorders often proves a life-saving 
measure. Refer your patients to your 
radiologist. Get his report. He can sup- 
ply facts obtainable in no other way. 


EASTMAN KODAK COMPANY 
Medical Division 4 Rochester, N. Y. 


Ra Diagnostic Facts 


21 
CODE 


SOUTHERN MEDICAL JOURNAL 


SAFE— 
for 
Mother 
and 
Child 


Thousands of babies have been raised upon 
Horlick’s—the Original Malted Milk. Its ade- 
quate calcium and phosphorus content builds 
sound bones and teeth. It is an easily digested, 
dependable diet, often acceptable when all 
other foods fail. 


Horlick’s is a valuab!e and nourishing food- 
drink for nursing mothers, and an aid in in- 
creasing the lacteal flow. 


Samples gladly sent on request 


HORLICK’S . . . Racine, Wis. 
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ber of the State Board of Health to succeed the late Dr. John 
L. Kelly, Oak Grove. 

The Shreveport Eye, Ear, Nose and Throat Society elected the 
following officers for the coming year: Dr. John T. Crebbin, 
Shreveport, President; Dr. A. H. Mann, Texarkana, Texas, Vice- 
President; Dr. J. A. Wilkinson, Shreveport, Secretary-Treasurer, 

Dr. Charles J. Bloom, of the Graduate School of Medicine, 
The Tulane University of Louisiana, was guest speaker at the 
meeting of the Pike County Medical Society in McComb, Missis- 
sippi, recently. 

Dr. C. C. Dauer, of the Graduate School of Medicine of the 
Tulane University of Louisiana, was in Nashville recently for 
observation of the teaching methods in the Department of Pre- 
ventive Medicine and Public Health of Vanderbilt University, 


DEATHS 


Dr. Charles Arthur Gardiner, Sunset. aged 62, died recently. 

Dr. Theodore Engelbach, Grand Isle, aged 78, died recently 
of acute pyelonerhritis and bilateral bronchopneumonia. 

Dr. James I. Richard, New Orleans, aged 65, died March 17 
of cerebral hemorrhage. 


MARYLAND 


The Johns Hopkins University Department of Chemistry will 
hold its fifth research conference at Gibson Island June 24-July 
12, the speakers being Dr. Elmer V. McCollum, Baltimore, Dr. 
Robert R. Williams, Roselle, New Jersey, Dr. Charles G. King, 
Pittsburgh, Dr. Charles E. Bills, Evansville, Indiana, and Dr. 
Henry C. Sherman, New York. 

Dr. Pasteur Vallery-Radot, Associate Professor of Medicine at 
the University of Paris Faculty of Medicine, delivered the eighth 
course in the William Sydney Thayer and Susan Read Thayer 
Lectureship at Johns Hopkins Medical School. 


DEATHS 


Dr. Ernest Spencer, Bel Alton, aged 65, died March 12 of 
chronic myocarditis. 


Continued on page 24 


THE JEFFERSON MEDICAL COLLEGE of PHILADELPHIA 


THE ONE HUNDRED AND ELEVENYH ANNUAL SESSION BEGINS SEPTEMBER 23, 1935, 


AND ENDS JUNE 5, 1936. 


FOUNDED 1825. A Chartered University Since 1838. Graduates number 15,900. 


FACILITIES: New College Building; Curtis Clinic; Daniel Baugh Institute of Anatomy; Department 
for Diseases of the Chest; Jefferson Hospital; teaching museums and free libraries; instruction priv- 


ileges in four other hospitals. 


ADMISSION: A college degree based on four years of college work, including certain specified science 


and language courses, is required. 


ROSS V. PATTERSON, M.D., Dean. 


UNIVERSITY of MARYLAND, SCHOOL of MEDICINE 


and COLLEGE of PHYSICIANS and SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, Biology, 
Physics and one year in a modern foreign language, in addition to an approved four year high school 


course, 


Facilities for Teaching—Abundant laboratory space and equipment. Two large general hospitals 
absolutely controlled by the faculty and several hospitals devoted to specialties, in which clinical teach- 


ing is done. 


For catalogue apply to J. M. H. Rowland, M. D., Dean, N. E. Cor. Lombard and Greene Streets, 
Baltimore, Md. 
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Analgesic Effect 


of 
PYRIDIUM 
in 
Urinary Infections 


— all of the published clinical reports on Pyridium in urinary infections 
make special mention of the marked symptomatic relief that follows shortly 
after its oral administration. This analgesic effect is evidenced by 
Disappearance of tenesmus . . . Abatement of refer- 
red lumbar pain .. . Relief of pain on urination. 
This prompt effect, in conjunction with the subsequent therapeutic influence, 
makes Pyridium a valuable aid in the treatment of 
CYsTITIS e PYELITIS e URETHRITIS © PROSTATITIS 


MERCK & CO. Inc. Manufacturing Chemists RAHWAY, N. J. 
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Dr. Charles R. Davis, Baltimore, aged 76, died January 18 of 
chronic nephritis. 


Training Laboratory 


MISSISSIPPI 
ee Dr. Harvey Franklin Garrison, Jackson, was elected President- 
Technicians Elect of the Mississippi State Medical Association at its cama 
meeting in Biloxi last month. Dr. Garrison limits his practice to 
pediatrics. He is the member of the Council of the Southern 
h Medical Association from Mississippi. 
We have specia ized in the training —_ County following offi- 
zie cers for the coming year: tr. W. S. Martin, Carthage, Presi- 
of laboratory technicians for many dent: Dr. F. L. Brantley, Madden, Vice-President; Dr. L.A. 
Se 4 f 1 Chadwick, Carthage, Secretary. 
years. n or our complete cata- , The Pome County ane | Society elected the following of- 
. icers for the coming year: r. M. H. Clark, DeKalb, Presi- 
logue for full details. ; dent; Dr. A. M. McCarthy, Electric Mills, Secretary-Treasurer. 
The Coahoma County Medical Society elected the following 


. officers for the coming year: Dr. W. S. Slaughter, Jonestown, 
We have been honored in the past President; Dr. D. O. Pierce. Jonestown, Vice-President; Dr. N. 


C. Knight, Clarksdale, Secretary-Treasurer. 
with many students sent to us by physi The Neshoba County Medical Society elected the following of- 


. ficers for the coming year: Dr. W. H. Banks, Philadelphia, 
cians of the South, and we hope to President; Dr. R. G. Hand, Philadelphia, Secretary-Treasurer, 


continue to merit their confidence. Dr. S. G. Mounger, Greenwood, was recently appointed House 
Surgeon at the State Charity Hospital at Vicksburg. 

recently nam ull-time Director of the Copiah County Health 
ADDRESS Department. 


Dr. R. J. Peterson, Co!umbia. formerly of Greenwood, has 
GRADWOHL SCHOOL OF opened offices in Schlater, where he will do general practice. 
Dr. Homer A. Whittington, Natchez, and Miss Elizabeth Wood 
LABORATORY TECHNIQUE om 
3514 LUCAS AVENUE DraTHS 
ST. LOUIS, MO Dr. James Estelle Dunlap, Schlater, aged 47, died March 12 
of heart disease. 
Dr. Lewis Henry Lamkin, Natchez, aged 75, died February 19. 


R. B. H. GRADWOHL, M.D., DIRECTOR Dr. M. W. Jackson, Water Valley, aged 71, died March 9 of 
influenza and pneumonia. 
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Diarrhea Take It In Time 
in 
Inf, a day or two of light nourishment prepared from Mellin’s 
nrancy ood as suggested below will usually avert an intestinal dis- 
turbance that might develop into a serious diarrhea if not 


taken in hand at the first appearance of loose stools. 


Mellin’s Food” . . 4 level tablespoonfuls 
Water (boiled, then cooled) 16 ounces 


Give one to three ounces every hour or two until the stools 
lessen in number and improve in character. 


The mixture may then be strengthened by the gradual sub- 
stitution of boiled skimmed milk for water until the quantity 
of skimmed milk is equal to the normal quantity of milk used 
in the baby’s formula. Finally the fat of the milk may be grad- 


Senaies a ually replaced by skimming less and less cream from the milk. 
physicians 
upon request. Directions for using Mellin’s Food are left entirely to the physician. 


Mellin's Food Company, Boston, Mass. 


*MELLIN’S FOOD: Produced by en infusion of Wheat Flour, Wheat Bran and Malted Barley admixed 
with Potassium Bicarbonate—consisting essentially of Maltose, Dextrins, Proteins and Mineral Salts. 


4a 
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Made from superior quality milk 
from which part of the butter- 
fat has been removed, irradiated 
by the ultra-violet ray, under 


A new, clinically proven feeding 
for your newborn cases, even if breast nurs- 
ing is expected. 
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A Vest Pocket 
Feeding Schedule 


that really 


“GETS DOWN to CASES” 


When the flow is easi- 
ly prescribed, more truly complementary for- 
mula, is less apt to force premature weaning. 


When other foods or formulas have failed 
—a separate feeding table for the problem 
case, the malnourished, or the convalescent 
infant—backed by 20 years of clinical suc- 
cess and proved efficiency in providing for 
an easily tolerated, quickly assimilated regi- 
men which will help infants “catch up” 
to normal. 


New and This feed- 
ing schedule is based on a principle of 
nutrition postulated by Nature in breast 
milk—never before recognized in artificial 
feeding tables. DRYCO’S greater digesti- 
bility permits feedings that follow this prin- 
ciple — highest protein values are supplied 
during the early months of fustest growth 


The DRYCO infant feeding schedule is sent only to registered physicians. 
To receive copies promptly and without obligation, mail the attached coupon. 


DRYCO 


by the “Just” 


THE DRY MILK COMPANY, Inc., Dept. SMF, 350 Madison Ave., New York, N.Y. 
Please send copies of new DRYCO Infant Feeding Schedule: 


Name 


Street 


City 
Check here to receive samples of DRYCO. 0 


license by the Wisconsin Alumni 
Research Foundation (U.S. Pat. 
No. 1,680,818) and then dried 
Roller Process. 
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as 
. Here are Specific Formulas for... | 
The Newborn| |The Partially 
from birth) |Breast Fed | 
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BRONCHOGRAPHY 
IN CHILDREN 


Cc ite picture of Dr. S 1 Iglauer demonstrat- 
ing : the intubation method of intrabronchial injection 
of LIPIODOL behind the fluoroscopic screen. 


Iglauer states (Jl. A.M.A.):— 


“Beonchography has not been so g ally 

chiefly, because of the difficulty in ob 

-of these young patients. 

“While the ordi t; g of the chest is of great 

-diagnostic value, dese are “many lesions that can be visualized 

with much greater certainty and clarity after the introduction 

@€ opaque substances. The best medium for this purpose is 

iodized poppy-seed oil 40 per cent (lipiodol), since it is prac- 

tically non-toxic, easily manipulated, and very opaque to the 

mrays. The value of bronchography is demonstrated par- 

ticularly in cases of bronchiectasis. The opaque oil not only 
e cav visible, but also shows their approximate 

shape, number, size and distribution.” 


LIPIODOL 


(LAFAY) 
E. FOUGERA & CO. INC. teow Yous 
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Dr. F. E. Collins, Brookhaven, aged 52, died recently. 


MISSOURI 


Dr. Ross A. Woolsey, St. Louis, was elected President-Elect 
of the Missouri State Medical Association at its annual meeting 
at Excelsior Springs early last month. Dr. Woolsey has long 
been active in organized medicine in Missouri, havin served the 
State Society as Treasurer for many years. He is Chief Surgeon 
of the Frisco Railroad. 

The Henry County Medical Society elected the following offi- 
cers for the coming year: Dr. G. S. Walker, Clinton, Presi- 
dent; Dr. S. W. Woltzen, Clinton, Secretary-Treasurer, 

Dr. Ralf Hanks, Fulton, was recently appointed 7 eo 
of State Hospital Number One at Fulton, succeeding Dr. R. 
Fagley, who resigned. 

Dr. Edwin H. Schorer, Kansas City, was recently appointed 
Director of Health of Kansas City, succeeding the late Dr. 
Jabez Jackson. 

Dr. Stanley S. Burns, St. Louis, had as his guests at his 
home on March 31 members of the class of 1910 of Washington 
University School of Medicine. 

Dr. Edward A. Doisy, St. Louis, Professor of Chemistry at the 
St. Louis University School of Medicine, was recently presented 
by the St. Louis Medical Society with a medal and certificate of 
award for valuable scientific contributions. 


DEATHS 


Dr. Charles Bruehmann, St. Louis, aged 62, died March 15 of 
heart disease. 

Dr. William C. Miller, Labadie, aged 60, died March 12 of 
uremia. 

Dr. Joseph Taylor Griest, St. Louis, aged 55, died March 2 
of bronchopneumonia. 

Dr. Edward A. Stierberger, Union, aged 59, died February 20 
of heart disease. 

Dr. William S. Gregory, St. Joseph, aged 85, died recently of 
prostatectomy. 

Dr. Porter Douglas Blackburn, St. Louis, aged 52, died March 
12 of hypertension and nephritis. 

Dr. William Peter Smith, Troy, aged 64, died February 8. 

Dr. Charles W. Schaub, St. Louis, aged 67, died February 3. 

Dr. Michael Rokosz, Rosebud, aged 43, died recently. 


NORTH CAROLINA 


Dr. Paul H. Ringer, Asheville, became President of the North 
Carolina State Medical Association at the close of its annual 
meeting in Pinehurst early in May. Dr. Ringer is the member of 
the Council of the Southern Medical Association from North 
Carolina. 

Be. C. ywood, Elkin, has recently been appointed Sur- 
geon-in- "the Hugh Chatham Memorial Hospital. 

The Durham-Orange County Medical Society was addressed 
recently by Dr. W. L. Bierring, President of the American 
Medical Association. 

The Buncombe County Medical Society was addressed recently 
by Dr. L. Rhea, Professor of Pathology at McGill University, 
Montreal, anada. 

Dr. Ivan Procter, Raleigh, was recently appointed Associate 
Chief Examiner in Obstetrics and Gynecology for the Durham 
— Board of the National Board of Medical Examiners. 

Dr. L. Crawford, Lancaster, recently entertained the mem- 
the Chester-Lancaster Medical Societ ty. 

N. Thomas Ennett, Greenville, has recently become Editor 
of ra Public Health Department of Southern Medicine and Sur- 
gery. 

Dr. William R. Beach, Jr., Hudson, and Miss Myrtle Elizabeth 
Poole were married April 10. 


DEATHS 


Dr. Simril McDowell Henderson, Charlotte, aged 65, died 
April 12 of cerebral hemorrhage. 

Dr. William H. Nicholson, Henderson, aged 70, died April 8 
of chronic nephritis. 

Dr. Fred L. Potts, Vanceboro, aged 61, died March 23. 


OKLAHOMA 
The Oklahoma State Medical Association held their forty-third 
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12345678910 
Number cc. 10% Lactic Acid 


A This buffer chart shows the close similarity 
between the buffer value of S.M.A. and Breast Milk 
and the wide difference between cows’ milk and 
Breast Milk. This also explains why it is not necessary 
to add an acid to S. M. A. 


This photograph shows the equipment for determining hydrogen ion 
concentration necessary to plot the Buffer Curve. The chemist drops a 
measured quantity of acid (from the tall tube in the right foreground) into 
solution to be tested (in the beaker below) and records the readings from 
the dial before him. 


S. M. A. CORPORATION « © » CLEVELAND, OHIO 


_!, BUFFER VALUE too, tesenbles 
BREAST MILK 


: Al | Breast Milk from the Normal Mother is the Ideal 

ajst Food for the Human Infant. That is why 
ilk S.M.A. is made to resemble breast milk in per- 
centages of carbohydrate, protein, fat and total 


hale and physical constants of the fat in S.M.A. are 


B 
M 

36 >, salts (ash) content, and why even the chemical 
s like those of breast milk fat. 


S.M.A. is a food for infants— 
derived from tuberculin test- 
ed cows’ milk, the fat of 
which is replaced by animal 
and vegetable fats including 
biologically tested cod liver 
oil; with the addition of milk 
sugar and potassium chloride; 
altogether forming an anti- 
rachitic food. When diluted 
according to directions, it is 
essentially similar to human 
milkin percentages of protein, 
fat, carbohydrates and ash, in 
chemical constants of the fat 
and in physical properties. 


AMERICAN 
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OUGHT-O-MATIC LEG SPLINT 
—as devised by DR. ROGER ANDERSON— 


THE UNIVERSAL SPLINT 


Accessories attached to this FRAX-SURB ROBOT per- 
mit reduction of the majority of upper and lower 
extremity fractures. 
MECHANICAL REDUCTION 
IMMEDIATE AMBULATION 
HOSPITALIZATION UNNECESSARY 
Splint as shown with stainless steel horseshoes, 
two stainless steel p:ns and handle .._____________. $74.00 
Two Tautnors for Kirschner wire 
with splint) 24.50 
Express prepaid or twenty-four hour delivery via Air 
Express eg y one-half) 5% cash discount. Con- 
venient monthly terms arranged. i on req 


THE TOWER COMPANY, INC. 


1121 Post St. Seattle, Washington 
—or thru your Dealer— 


The “MESCO” Laboratories manu- 
facture the largest line of Ointments 
in the world. Sixty different kinds. 
We are originators of the Professional 
Package. Specify “MESCO” when 
prescribing ointments. Send for lists. 


Manhattan Eye Salve Co. 


LOUISVILLE, KENTUCKY 


Classified Advertisements 


ALCOHOLISM (30 years’ experience)—-THE STOKES HOS- 
PITAL, 923 Cherokee Road, Louisville, Kentucky. Telephone, 
East 1488. Absolute privacy. Treatment one of gradual reduc- 
tion. Do not limit the quantity of whiskey used in treatment. 
Each patient treated as an individual case. Craving for alcoholic 
beverages destroyed; no physical injury incurred. Rates and 
folder on request. 
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annual meeting in Oklahoma City with headquarters at the 
Skirvin Hotel May 13, 14 and 15 

Dr. L. J. Moorman, Oklahoma City, was recently reelected 
President of the State Tuberculosis Society. 

Dr. E. S. Patterson, Antlers, was recently appointed Coun 
Health Officer of Pushmataha County. ad 

Dr. H. K. Speed, Jr., Sayre, was recently appointed Health 
Officer of Beckham County. - 

Dr. W. C. Wait, McAlester, was recently appointed Superintend- 
ent of the Western Oklahoma Tuberculosis Sanitarium at Clin- 
ton. 

Dr. Roy Fisher, Frederick, was recently reappointed Coun 
Health Commissioner of Tillman County. ad 

Dr. Allen C. Kramer, Tulsa, was recently appointed Health 
Officer of Tulsa County to succeed Dr. Thomas W. Stallings. 

Dr. Ernest L. Bagby, Vinita, was recently ‘~o Superin- 
a of the Oklahoma Institution for the Feebleminded at 

nid. 

Dr. H. B. Fuston, Bokchito, was recently appointed Health 
Officer for Bryan County. 

Dr. B. B. Kies, McAlester, was recently appointed Superin- 
tendent of Health of Pittsburg County. _ 

Dr. Frank A. Stuart, Tulsa, has opened offices in the Medical 
Arts Building. 

DEATHS 

Dr. George Rufus Norman, Luther, aged 73, died recently. 

Dr. Newton Rector, Hennessey, aged 96, died March 16 of 
pneumonia. 


SOUTH CAROLINA 


Dr. Frank H. McLeod, Florence, was entertained at dinner 
on the occasion of his sixty-seventh birthday by more than a 
hundred of his friends, at which time a gold watch was pre- 
sented to him by physicians of the Pee Dee Section and a silver 
pitcher by friends of the Columbia Medical Society. Dr. Mc- 

is the member of the Council of the Southern Medical As- 
sociation from South Carolina. 


A well-known English magazine, Town and Country Review 
(London, November 1934), carries a description of the distin- 
— ancestry of a Charlestonian, Dr. Edward Frost Parker, 

rofessor of Ophthalmology and Otolaryngology at the Medical 
College of the State of South Carolina. A note upon the early 
history of Charleston itself is included. To quote in part: ‘“Be- 
cause of the migration to America from every European country, 
it is an interesting matter to delve into the ancestry of those 
who have made good in their respective professions and there to 
observe whether or not ancestry or breeding has indeed played a 
part. In the case of Dr. Edward Frost Parker it must frankly 
be stated that his lineage has everything that should go to the 
making of a successful man, for his ancestry both paternal and 
maternal is of a striking character. Charleston was settled in 
1670, its streets King and Queen, its rivers Ashley and Cooper, 
and there and in the adjacent coastal region, educated English 
and Huguenot settlers, with negro slave labor (however iniquitous) 
in primeval forests infested with scalping Indians and deadly 
malarial mosquitoes, developed a civilization and culture that 
rivaled the Glory of Greece and the Grandeur of Rome—the evi- 
dence of which, despite the ravages of wars, pestilence and 
earthquakes, still remain.’’ Dr. Parker’s maternal ancestry is 
traced back through a distinguished line of professional men and 

litical leaders to an Episcopal clergyman, the Reverend Francis 

Jau, sent by the Church of England in 1707 to America. 
One of the oldest churches in America, St. James Church, 18 
miles from Charleston, designed and built by him in 1713, still 
stands in its original condition, and services are held in it at in- 
tervals. The review is a tribute to the man, his forbears and 
his environment, and will be of interest to Southern readers. 


DEATHS 
Dr. William Egleston, Hartsville, aged 61, died March 24 of 
cerebral thrombosis. 
Dr. Livingston Franklin Johnson, Dillon, aged 57, died April 
4 of coronary thrombosis. 
Dr. John Marshall Barnwell, Florence, aged 43, died February 
24 of pulmonary tuberculosis. 


TENNESSEE 


Dr. John B. Steele, Chattanooga, was elected President of the 
Tennessee State Medical Association at its annual meeting in 
Nashville in April. Dr. Steele is Medical Director of the Volun- 
teer State Life Insurance Company. 
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ASSIMILABLE FAT 
-- an essential in 


FEEDING THE PREMATURE 


N a recent study of fat metabolism in infants, Holt, Tidwell and Kirk* 
report that olive oil showed the highest percent retention (95.1%) of 
all fats studied but one, olein (97.5%). , These authors found the.fat 

of SIMILAC (which is 20% olive oil) showed a better percent retention 
(92.6%) than butter fat (88.9%)—and as high a retention as breast milk 
fat (92.4%). 


To quote these authors—‘“the differences in fat retention on these various 
fats as shown on normal infants are not great; for the normal infant it is 
probably immaterial whether he absorbs 85% or 95% of his fat intake. It 
seemed possible, however, that in subjects who have difficulty in fat assimi- 
lation, such as premature infants, the observed small differences might 
become large differences. A few observations made on premature infants 
and twins have borne this out—.” 

The observations referred to covered only three prematures fed on differ- 


ent fats, but showed an average of 78.4% retention for olive oil as com- 
pared to only 52.5% retention for butter fat. 


*Holt, Tidwell and Kirk, Studies on Fat Metabol- 
ism in Infants—Acta Pediatrica, Vol. XVI, 1933. 


DAY 1) 2) 3) 4) 5/6) 7] 8} 9) tol 


has given noticeably good results in z= 
feeding the premature infant. One 7) 
of the reasons lies, as here pointed 
out, in the composition of its fat. nr 
Another reason is its consistently 
zero curd tension. The finer the 
curd the greater the surface area. 
The greater the surface area the e 
more exposed are the fats, carbohy- =~ 7 "A 
drates, proteins and salts to the di- — 
gestive enzymes. Result ... the = 
food substances are more quickly 3 
and readily utilized. REMAT 
SIMILAC is made from fresh skim fad bath SIMILAC 


milk (casein modified) with added 
lactose, salts, milk fat, and vege- = T SPUAL EBT 
table and cod liver oils. 4 T T mE 4 


The fact that SIMILAC is well assimilated by the immature 
digestive tract of the premature indicates how entirely suit- 
able it is for all those infants who are deprived of breast milk. 


| M & R DIETETIC LABORATORIES. Inc., Columbus, Ohio 
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Continued from page 28 


The Hamblen County Medical Society elected the following 
officers for the coming year: Dr. P. L. Henderson, Morristown, 
President; Dr. P. L. Brock, Morristown, Vice-President; Dr. J. 
F, Campbell, Morristown, Secretary. 

The Middle Tennessee Medical Association met in Pulaski May 
9-10. 

The West Tennessee Medical and Surgical Association met at 
Dyersburg on May 

DEATHS 

Dr. John Love Davis, Watertown, aged 69, died February 22 
of cerebral sclerosis. 

Dr. W. J. Walker, Tiptonville, aged 71, died December 17 of 
heart disease. 

Dr. James Thornburg Turner, LaFollette, aged 76, died Feb- 
ruary 13. 

Dr. Talbert Benson Hughes. Jonesboro, aged 61, died March 21 
of nephritis and arteriosclerosis. 

Dr. James Robert Bone, Lebanon, aged 57, died March 28 of 
lobar pneumonia. 


TEXAS 


The Texas State Medical Association ro | ga sixty-ninth 
annual meeting in Dallas May 13, 14, 15 and 16. 

The Lubbock-Crosby Counties Medical ee elected the fol- 
lowing officers for the coming year: Dr. R. T. Canon, Lubbock, 
President; Dr. Hooper Stiles, Lubbock, Vice-President; Dr. M. 
H. Benson, Lubbock, Secretary. 

The Cherokee County Medical Society elected the following 
officers for the coming year: Dr. Fred A. Fuller, Jacksonville, 
President; Dr. J. B. Ramsey, Forest, Vice-President; Dr. Thomas 
H. Cobble, Rusk, Secretary. 

Dr. Hubert S. Jackson, San Antonio, and Dr. William Preston 
Harrison, Teague, — recently appointed members of the Texas 
State Board of Health 

Dr. J. T. Lawson, Bowie; Dr. M. M. Brown, Mexia; Dr. H. 
F. Connally, Waco; Dr. R. H. Peterson, Wichita Falls, and Dr. 
O. B. Kiel, Wichita Falls, have been ‘appointed to the Texas 
State Board of Medical Examiners. 


Bottles of 


6 ounces 


Dr. J. H. Burnett, Kopperl, has been reappointed County 
Health Officer for Bosque County. 

Dr. James D. Casey, San Benito, has been appointed Medical 
Examiner for the Department of Commerce of the Bureau of 
Air Commerce. 

Dr. J. T. Lawson, Bowie, was recently appointed a Colonel on 
the staff of Governor James V. Allred. 

Dr. H. F. Laramore has opened offices in the Basset Tower, 
El Paso, for the practice of obstetrics. 

Dr. Bruce Allison has moved from Fort Worth to Granby, 
Colorado. 

Dr. W. M. Brooks has moved from Cameron to Lampasas. 

Dr. P. C. Clements has moved from Manning to Lufkin. 

- Dr. J. F. Crum!ey has moved from Shreveport, Louisiana, to 
nnis. 

Dr. G. W. Horton has moved from Crockett to San Augustine. 

Dr. Gerald A. King has moved from Smiley to Flatonia. 

Dr. R. B. Wolford has moved from Wichita Falls to C.C.C. 
Camp, Karnack. 

Dr. Philip S. Joseph and Miss Gayle Moore, both of Alice, 
were married February 2. 

Dr. Thomas J. Van Zant and Miss Jane Amerman, both of 
Houston, were married March 5. 


DEATHS 

Dr. George William Cale, Jr., Texarkana, aged 68, died March 
24 of complications following an operation for gastric ulcer. 

Dr. Carl August Dreiss, Fort Worth, aged 71, died March 20 
of heart disease. 

Dr. Eli Elias Carlton, Ringgold, aged 68, died March 10 of 
nephritis. 

Dr. O. Everett W. LeFever, Cisco, aged 62, died April 2 of 
coronary thrombosis. 

Dr. Willie Hamilton O’Banion, Lockhart, aged 65, died Feb- 
ruary 11 of cardiovascular-renal disease. 

Dr. William R. Roberts, Palestine, aged 68, died February 25 
of heart disease. 

Dr. William Thatcher Baker, Dallas, aged 71, died February 19 
of Hodgkin’s disease. 
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T onic 
with a positive pharmaco- 
logic action on the energy 
liberating mechanism of 


the body. 


Increased energy from in- 
creased utilization of the 


foodstuffs. 
G. W. CARNRICK CO. 


20 MT. PLEASANT AVE. 
NEWARK, N. J. 
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When you SWITCH 
the Infant’s feeding to 


LACTIC ACID MILK 


PH of gastric contents 
2 hours after feeding 


BREAST MILK 


5.5 


As the thermometer soars, you frequently see the “hot weather baby”—with loose stools and gas- 
tro-intestinal upsets. For ideal prophylaxis, switch feedings to lactic acid milk. It is more di- 
gestible, better tolerated, and, unlike ordinary fluid milk, it permits gastric pH to reach its opti- 
mum sooner after feeding. Help mothers avoid the tedium and the errors in the home prepara- 
tion of lactic acid milk by specifying 


Merrell-Soule Powdered Whole Lactic Acid Milk (Cultured) 


Your babies will benefit from these advantages: 


1. As a dry powder, it maintains its original high purity until used. 

2. Because prepared by the culture method instead of the addition of acid, tex- 
ture is smoother, curds are finer and more digestible; lactic acid organisms are 
present in viable form. 

Preparation of feedings is easy and convenient. 

Uniform formulas assured. 

Taste is decidedly agreeable . . . no sharp acid tang. 

No waste, as when ordinary lactic acid milk is prepared, but not all used. Re- 
liquify only the required amount as needed. 

Flows freely—extra-sized nipple holes are not necessary. 


Send coupon for samples and literature on lactic acid milk feeding. Both will be sent promptly on request. 


THE BORDEN CO., Dept. 272, 350 Madison Avenue, New York City. 


Please send me sample of Merrell-Soule Powdered Whole Lactic Acid Milk (Cultured) ‘meoiear™ 
and literature on its use in infant feeding. : 


LACTIC ACID MILK 
Se 4.5 
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mit STORM 


Binder and Abdominal Supporter 


Gives perfect up- 
life and is worn 
with comfort. Made 
of Cotton, Linen or 
Silk, washable as 


underwear. 


Three distinct types 
of Storm Support- 
ers — many varia- 
tions of each type. 


This Photo Shows Type “\N” 


STORM supporters are made for all conditions needing 
abdominal uplift. Ptosis, Hernia, Pr icy. Obesity, 
Relaxed Sacro-Iliac, Articulations, Kidney 
Post-Operative Support, etc. 


Each Belt Made to Order 
KATHERINE L. STORM, M.D. 


Originator, Owner and Maker 
1701 Diamond St. Philadelphia 


Ask for Literature 


“PURITAN MAID” 


OXYGEN 
ETHYLENE 
NITROUS OXID 
CARBON DIOXID 
CARBON DIOXID-OXYGEN MIXTURES 


Oxygen Tents, Inhaling Outfits, Nasal 
Catheter Equipment, Etc. 


Equipment Rental Service 


Puritan Compressed Gas Corp. 


Kansas City, Mo. Chicago, III. Baltimore, Md. 
» Mass. Cincinnati, Ohio Detroit, Mich. 
St. Louie, Mo. St. Paul, Minn. 
Dallas, Texas 
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Dr. Benjamin Chester Everall, San Antonio, aged 53, died 
recently of amebic dysentery. 

Dr. William Alvin Denson, Chilton, aged 69, died recently of 
angina pectoris. 

Dr. Robert L. Sears, Whitewright, aged 66, died February 11 
of 

James H. Mattox, Hemphill, aged 76, died March 9 of 

mellitus. 

Dr. Burt Loraine Scott, Waco, aged 67, died February 20. 

Dr. Marion Byrd Richards, Harleton, aged 61, died February 4 
of pneumonia. 

Dr. Walter S. Zorns, Taylor, aged 43, died February 22 of acute 
lymphatic leukemia. 

Dr. James Wiley Slaughter, Kilgore, aged 49, died March 17. 


VIRGINIA 


The Virginia Society of Otolaryngology and Ophthalmology 
held its annual meeting May 4 at Fredericksburg. 

Dr. F. P. Fletcher, Richmond, was recently reelected President 
of the East End Business Men’s Association. 

Dr. W. P. Hoy, Petersburg, was recently elected a member 
of the Board of Directors of the Petersburg Rotary Club. 

Dr. Julian L. Rawls, Norfolk, has been made President of the 
Norfolk-Portsmouth Chapter of the Richmond College Alumni 
Association. 

Dr. William A. Harris, Fredericksburg, has announced his can- 
didacy for the Democratic nomination for the Virginia House of 
Delegates. 

Dr. C. T. Wilfong, formerly of the Veterans’ Administration of 
Richmond, has been transferred to the Veterans’ Administration 
Facility at Roanoke. 

Dr. Q. H. Barney, formerly of Mount Sidney, has moved to 
Altavista for the practice of general medicine. 

Dr. Edward M. Ho!mes, Richmond, and Miss Sarah Daily 
Walsh were married April 27. 

Dr. Virgil O. Choate, Galax, and Miss Millie S. Gilbert were 
married April 18 

DEATHS 

Dr. Frank Waring Lewis, Richmond, aged 46, died March 2 
of pancreatic necrosis. 

Dr. Ernest Christian Fisher, Richmond, aged 60, died April 15. 


WEST VIRGINIA 


The Preston County Medical Society elected the following 
officers for the coming year: Dr. C. E. Smith, Terra Alta, 
President; Dr. C. Y. Moser, Terra Alta, Vice-President; Dr. 
R. D. Harman, Kingwood, Secretary- Treasurer. 

The Hancock County Medical Society recently complimented 
Dr. Fred B. Harrington, Weirton, retiring Secretary of the So- 
ciety, at a dinner. 

The Lewis County Medical Society honored Dr. E. T. W. 
Hall, Weston, at a recent meeting in recognition of the fiftieth 
anniversary of his entry upon the practice red medicine, at which 
time an appropriate gift was presented to him. 

The Ohio County Medical Society had as guest speaker at a 
recent meeting Dr. Chevalier Jackson, Philadelphia. 

The Cabell County Medical Society had as guest speaker at a 
recent meeting Dr. Fred W. Rankin, Lexington, Kentucky. 

The Kanawha County Medical Society had as guest speaker at a 
recent meeting Dr. J. Morrison Hutcheson, Richmond, Virginia. 

The Cabell County Medical Society has had as guest speakers 
at recent meetings Dr. Charles R. Austrain, Johns Hopkins 
Medical School, and Dr. Karl G. Zwick and Dr. Samuel L. Bauer, 
Cincinnati, Ohio. 

The Eastern Panhandle Medical Society had as guest speaker 
at a recent meeting Dr. Ellsworth Johnson, Winchester, Virginia. 

The Ohio County Medical Society has had as guest speakers 
at recent meetings Dr. Louis G. Herrmann, Cincinnati, Ohio, 
and Dr. C. Howard Marcy, Pittsburgh, Pennsylvania. 

The Monongalia County Medical Society had as guest speaker 
at a recent meeting Dr. Edwin J. Stedem, Columbus, Ohio. 

The Marion County Medical Society had as guest speaker at a 
recent meeting Dr. Heinz Langer, Pittsburgh, Pennsylvania. 


DEATHS 
Dr. John Henry Dangerfield, Wheeling, aged 37, died March 
31 of uremia. 


Dr. Albert Lee Peters, Hurricane, aged 68, died recently of 
myocarditis and cardiac asthma. 
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OF EXCESS FLUID 


Fa cardiovascular disease Salyrgan, used intramuscularly 
or intravenously, fulfills the double purpose of draining 
the tissues and stimulating the renal function. One writer 
has termed it “the most spectacular of diuretics.” The action 
of Salyrgan is exceedingly rapid, and the volume eliminated 
is often remarkable. 

Salyrgan is usually well tolerated. A considerable number 
of cases are reported in which it has been administered for 
two, three or five years. 


Salyrgan solution (containing 10% of rom ) is 
supplied in ampules of 1 cc. (boxes of 5 and 100 


ampules) and 2 cc. (boxes of 10 and 100 ampules) 


SALYRGAN 


Reg. U. S. Pat. Off. & Canada 


Brand of MERSALYL 
(Mercury salicylallylamide-o-acetate of sodium) 
Detailed literature on request 


WINTHROP CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician 


170 VARICK STREET NEW YORK, N. Y. 
Factories: Rensselaer, N. Y. — Windsor, Ont. TH 


Successor to H. A. METZ LABORATORIES, INC. 
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The Continental’ Breakfast 


is not suitable for a growing child 


Iw far too many homes, a breakfast of a roll and a cup of 
coffee is the fare for children as well as adults. Woefully de- 
ficient in vitamins and minerals, such a meal furnishes little 
more than a small amount of calories. A dish of Pablum and 
milk, however, is just as easily prepared as a “continental 
breakfast,” but furnishes a variety of minerals (calcium, 
phosphorus, iron, and copper) and vitamins (A, B, G, and E) 
not found so abundantly in any other cereal or breadstuff. 


The addition of a glass of orange juice 
and one Mead’s Capsule of Viosterol in 
Halibut Liver Oil can easily build up this 
simple breakfast into a nourishing m 
for the children of the family as well as 
the adult members. It is within the phy- 
sician’s province to inquire into and ad- 
vise upon such matters, especially since Mead Products 
are never advertised to the public. Servamus Fidem, “We 
Are Keeping the Faith.” 


Pablum (Mead’s Cereal pre-cooked) is a palatable cereal en- 
riched with vitamin- and mineral-containing foods, consist- 
ing of wheatmeal, oatmeal, cornmeal, wheat embryo, alfalfa 
leaf, beef bone, brewers’ yeast, iron salt, sodium chloride. 


Please send professional card to Mead Johnson & Co., Evansville, Indiana, U.S.A., when requesting samples of Mead Products to cooperate 
in preventing their reaching unauthorized persons. 
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Years of 


Continued down from 1911 


1928 


“Maltose is more easily absorbed than cane or milk sugar, so by 
ch.. nging the carbohydrate one may prevent a deficient supply of 


aA ‘hen sugar causes diarrhoea one can change the form of it. 
Meads Dextri imaltose i in small doses is more quickly absorbed and so 
Te ctose is expensive anc 

det cas stor —H. B. Gladstone: Infant Feed 
Wesition. W illiam Lid., London, 1928, pp. 11, 79. 


1928 


“A formula is given below which is illustrative of the type of feed- 
ing most frequently used by us. 
“16 ounces whole milk 
2 rounded tablespoonfuls bi arley flour 
2 rounded tablespoonfuls Cextri- gated No. 2 
1 teaspoonful lactic acid (U.S.P. 
J. H. West: The modern manage nt of prematurity, Arch. Pediat. 
45:467-473, Aug. 1928. 


1928 


In dy stropl 1y with dix urrhea, “. .. if there is a failure to gain in 
weight, additional carbohydrate should be added. H« weer, it is 
best to en iploy carbo ydrate s that do not ferment easily. ... If 
sugars which ferment ¢ it, have been 
employed, dextri-maltos or one of the a a substituted.” 
—H. M. Greenwald: Dystrophy in artificially fed infants, M. Clinics 
North America, 11:1055-1069, "Tom. 1928, 


1928 


In feeding a ps0 ature, ‘‘It became difficult to obtain sufficient 
breast milk after the second week, so that a ome of dried milk, 
water and dextri-maltose was ¢ , feeding 
—D. S. Pulford ial W. J. Ble: nt, ” birth weight 
680 Grams with survival, Am. J. Dis. Child. 86:79% -798, Oct. 1928. 


1928 


In diarrhea, ‘Carbohydrates, in the form of dextri-mz ultose, well 
cooked cereals ry rice, usually can be handled without trouble. 
—B. B. Jones: A discussion of some of the commoner types of infantile 
diarrhea, and the prince iples under lying the diets used in their treatment, 
Virginia M. Monthly, 55:411-414, Sept. 1928. 


1929 


“Dextri-maltose is a very excellent carbohydrate. It is made up of 
maltose, a disaccharide which in turn is broken up into two mole- 
cules of glucose—a sugar that is not as readily fermentable as 
levulose and galactose—and dextrin, a partially hydrolyzed starch. 
Because of the dextrin, there is less fermentation and we can there- 
fore give larger amounts of this carbohydrate without fear of any 
tendency of fermentative diarrhea.”—A Cup} per: Facts and fads in 
infant feeding, Weekly Roster and Med. Digest, 24:5-13, Aug. 3, 1929. 


1929 


In the treatment of atrophy, “If the baby continues to improve, 
the next step in the treatment is to add to the milk one of the less 
fermentable carbohydrates, such as dextrimaltose; . . ."—1. Thurs- 
field and D. Paterson: Diseases of Children, William Wood & Co., 


1929, p. 105, 
1929 


“As to the question as to what complemental feeding should be 
used if one is required, I would say that I hav e never found any- 
thing more satisfactory for the average new-born than the sir nple 
one-half milk, one-half water, and 5 per cent De xtrimaltose mixture. 
—E. D. Anderson: fant feeding ge the first three months of life, 
Journal-Lancet, 49:465-470, Oct. 15, 1929 


1929 


“Dextri-maltose was the milk modifier used in all cases."—M, S. 
wis: A comparative study of <a. and depenues milk in infant 
feeding, Arch, Pediat. 46:85-98, Feb. 1928 


1929 


hac se ae samples of Dextri-Maltose were examined, and no 
hemolytic or viridans type of streptococci was noted.” —G. 7. Hucker 
and A, M. Hucker: Organisms associated with commercially pre. pared 
infant foods, Am, J. Dis. Child. 88:310-313, Aug. 1929. 
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1 Results 
Behind Dextri-Maltose 


Clinica 


MEAD JOHNSON & COMPANY, Evansville, Indiana, U.S. A. 


Please enclose professional card when requesting samples of Mead Johnson tata to cooperatein preventing theirrea 


1930 


“Protein milk may be continued for several weeks when a gradual 
transition to a whole milk or evaporated milk formula, which will 
supply about one and one-half to two ounces of whole milk to every 
pound of body we , is reached. This also should finally have the 
addition of dextri-maltose amounting to five to seven per cent.”—R. 
A. Strong: Summer diarrheas in infancy and early childhood, Arch. 
Pediat. 47:344-354, June 1930. 


1930 


“Lactose, being present in both human and cow's milk, is perhaps 
indicated as the most natural form in which to supply the carbohy- 
drate. It has the drawback, especially if given beyond 6 per cent., of 
causing di: arrhoea in many infants. Large amounts are best avoided 
and if it is desired to increase the amount of carbohydrate, it is best 
- partly replace lactose by dextri-maltose mixtures (Mead’s Nos. 

and 2). In our view cane-sugar is less suitable than lactose, and if 
: any reason there is objection to the use of lactose, dextri- maltose 


> 


is prefera dle.” 

“The effect of a poceltawtion of dextri-maltose depends on the re- 
lative prope erties of the two com ponents. If maltose is in excess, it 
tends to cause ferme nt< aden and loose stools, while dextrins are non- 
fermentable. In the pre parati ns Commonly in use, Mead’s Dextri- 
Salees Nos. 1 and 2, the maltose is only slig chtly in excess of the 
s, and there fore the ure advantageous if there is a tendency 
ents ation. 


“Regulation of this 
by the addition of carbo- 
or this purpose dextri- 
ry sugars, since they are 
ic ey in their powers of 
J. Pearson and W. 
of hil dre n, P. Blakiston's 


hydrates, » fat and casein ¢ re 
naltose and flour : are better th 
more slowly absorbed = hav 
controlling the flora in the large int« 
G. Wyllie: Recent Advances in Disea 
Son & Co., Phila., 1920, pp. 74, 116. 


1930 


“Where no gain in weight is made or when the infant is consti- 

pated, the sugar may be increased by giving up to one and one -half 
can in tl ie case of the infant up to two months of age and two 
ounces in the case of infants over this age. The upper limit of safety 
in the feeding of sugar is stated as 10 per cent. and it will be found 
that by increasing the sugar in the above amounts that this limit 
is not exceeded. It is best when giving these larger amounts of 
sugar to use mixed sugars ral the de iemaltose type rather tl 
single sug: irs, such as lactose or cane —R.R. Scobey: A prac- 
tical method in infant feeding, Arch. Pediat. 47:355-368, June 1930. 


1930 


“The reason mixed sugars are more re: idily tolerated than a single 
sugar is that the intestinal bacteria present may be capable of fer- 
iting one sugar and not another. 
tarch does not readily ferment in the intestinal tract, and is, 
therefore, a valuable food for infants having a te endency to digestive 
disorders. This is more advant: ugeous after the sixth month, but may 
be used before the second month.”—J. D. Sturgeon, Jr.: Infant 
feeding, West Virginia M. J. 26:273-276, May 1930. 


1930 


“A maltose-dextrin preparation is preferable in children who show 
a tendency to dyspepsia.’ 

Desired results have been obtained in some cases of atrophy by 
the feeding of, ‘*. . . Haif Milk (Whole Milk or Skimmed Milk with 
gruel or cereal water and maltose-dextrin up to 5% or 7%), or with 
Buttermilk with the addition of maltose-dextrin and another carbo- 
hydrate (cornstarch, w theat flour to 2%), or with malt soup, w 
is, however, best avoided if any tendency to dyspepsia exists. 
Lust: The Treatment of Children's Diseases, J. B. Lippincott Lo. i 


Phila., 1930, pp. 22, 160. 
1930 


of premature gee “Where no breast milk at 
lable, buttermilk, enriched with 5% dex trimaltose, is an 
excellent food for the first few weeks.”—S. A. Levinsohn: Butter- 


IIY_ 929 


milk in infant feeding, J. M.S. New Jersey, 27:227-232, Merch 1930, 


1930 


For the treatment of py ‘lorospasm the follow ; advised: ‘‘ Nine 
s of skim ned milk, twelve ounces of water, six tablespoonfuls 
of farina, hree tablespoonft uls of « tri malto ¢, cool ced for one hour. 
This mixture can be used very e: 1 life."—Al. S. Picard: Vomit- 
ing in infants, Tri-State M. J. 3:428-429, Oct. 1980, 


Continued down to 1934 
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Clinical data indicates a reduction in mor- 


tality as compared with the mortality after 


administration of antimeningococcic serum 
* 


eNow commercially available 


MENINGOCOCCUS 
ANTITOXIN 


Accepted for N. N. R. by the Council on Pharmacy and 


Chemistry of the American Medical Association. 


* 


Meningococcus Antitoxin, P. D. © Co. (Bio. 168), is 
supplied in containers with diaphragm stopper at each 
end, each container holding approximately 30 cc. 


and representing at least 10,000 units. 


Literature on request. 
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